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Introduction to the Portfolio
Three years and nearly fifty assignments later, this portfolio represents the formal 
record of my experiences and labours as a trainee on the PsychD Psychotherapeutic 
and Counselling Psychology course at the U niversity of Surrey. My aim here is to 
orient the reader in a way that makes visible the links between its contents and my 
own particu lar developmental journey towards qualification. The structure of the 
portfolio combines assessments in a way that dem onstrates a range of my abilities and 
competences across the three major domains of my train ing -  academic work; 
therapeutic practice; and research.
E ntry  to the work of the portfolio is via the academic dossier which comprises three 
essays and one report. The first essay was subm itted as part of the Lifespan 
Development course and it considers three different psychological stances to the 
development of social understanding in very young children. The second essay looks 
at a sample of le tters tha t therapeutic practitioners have had published in the 
magazine of the B ritish Psychological Society (BPS), The Psychologist. The stances 
that individuals take are considered in the light of the dominance of particular 
discourses in psychology and their impact on the developing professional identity of 
counselling psychologists. The final essay considers the usefulness of the 
psychoanalytic idea of the therapeutic frame in my w ork w ith clients in a  student 
counselling centre. The last paper - a psychopathology report -  is an interpretation of 
case history m aterial w ith reference to standard  psychiatric classificatory schemes 
and outlines a possible diagnosis w ithin the confines of such categorical frameworks.
In m any ways the academic dossier reflects the way I oriented myself on entry to the 
course. It also introduces the ideas and challenges th a t I w ent on to become fuUy 
engaged w ith and passionate about, particularly  in  the context of my own research.
I deferred my entry on to the course for a year in order to have my first child. I 
wanted to be w ith her through her first year, to feed her and to be a major part of her 
initial engagement w ith the world. It was perhaps not surprising  tha t I was draw n to 
consider how social understanding is thought to develop in  very young children. At 
the tim e of w riting the lifespan development essay I had not started at my first 
placement nor had I started my own personal therapy. This I th ink is reflected in the 
apparent distance between my discussion of theory and my discussion of practice. 
For me, the m otivation behind the essay was curiosity about the social development of 
my own child ra th e r than a commitment to exploring how such insight informs
counselling psychology practice. More generally, this starting point foregrounded the 
difficulty that psychologists have in  finding adequate methods for the study of human 
relationships and developmental processes. '
By the time I came to write my context of counselling psychology essay, my own 
relationship w ith therapeutic practice had deepened, both as a therapist and as a 
client. As a student on the course I had also been inspired by the lectures in 
qualitative research methods, seeing as I did a range of methods far more appropriate 
for the study of counselling psychology practice than those of the traditional 
psychology I had been brought up on. However, I was disappointed to discover that 
practitioners -  at least those in the National Health Service (NHS) -  were still 
kowtowing to dominant paradigm s which were in direct opposition to those I 
understood to be central to the identity of counselling psychology as a profession. I 
felt irrita ted  and somewhat revolutionary and wanted to change things. I looked 
around at the debates taking place amongst psychologists, pressing my ear close to 
doors in order to hear the discussions behind them. I th ink  it is th is eavesdropping or 
observer role that characterises my position in the context of psychology essay and 
accounts for the emphasis on description over criticism  in my consideration of the 
qualitative-quantitative debate. It was only la ter on, in my own research, tha t I took a 
m ore active role in the debate. This I hope w ül be apparent in the research dossier 
w hich follows la ter in the portfolio.
The final essay is from the second -  psychodynamic -  year of the course. In the 
context of the dossier it seems more difficult to introduce than the other assignments 
and I think this is in part a reflection of the m ore general difficulty I experienced in 
forging the link between my academ ic/’scientist’ role and practitioner roles. I 
certainly felt more skilled in the former, and coupled with my relatively ‘late arriva l’ 
into the world of therapeutic practice, I often had the feeling tha t I was playing catch­
up with respect to the latter. The idea of the therapeutic frame - which also provided 
me w ith clear and tangible criteria  to adhere to -  was like a buoyancy aid, keeping me 
afloat as I learnt to swim more on my own as a therapist. But like the child who does 
not w ant to take off their arm bands for fear of sinking, I held on (perhaps too tightly 
for too long) to the frame because it made me feel like I could swim. That said, it 
rem ains an im portant and useful definmg characteristic of my therapeutic practice 
and the discussion outlined in the essay can be seen as an example of how tha t came 
about. A detailed look at the changing relationship between my role as 
academ ic/ ’scientist’ and my role as therapeutic practitioner is presented in my Final
Clinical Paper. The paper forms the central assignm ent of the therapeutic practice 
dossier.
The theme of conflict - between the ways of w orking which characterise counselling 
psychology and the tenets of dominant paradigms - is again apparent in the 
psychopathology report. Whilst it is possible to consider case history material with 
reference to diagnostic categories and even to offer a possible diagnosis, is it 
something tha t counselling psychologists should be doing? Is it of any use to clients? 
Given the stance I take in the preceding essays, my likely answ er is of course ‘No’. 
However, this stance conceals a much more am bivalent personal relationship with the 
field of medicine more generally. My father, whom I adored as a person and respected 
as a professional, was a consultant pathologist who spent nearly all his working life in 
the NHS. Pathology was not a dirty word. Medicine for me has been about 
allieviating hum an distress as much as counselling psychology ever wül, and there is 
more com plementarity between them  than I am currently  prepared to admit. Perhaps 
rapproachm ent w ül be achieved when I am able to recognise tha t my own professional 
identity is robust and well established. The journey I have made towards this so far is 
charted in the next section of the portfolio, the therapeutic practice dossier.
The Therapeutic Practice Dossier contains a short description of the three clinical 
placements undertaken. The type of setting and the duration of my stay; the client 
populations seen and the types of supervision received. A b rief account of other 
therapeutic work and professional activities specific to each context is also given. 
The m ain focus of th is dossier is my Final Clinical Paper which describes the 
development of my identity as a counseUing psychologist so far, using experiential 
accounts to ü lustra te  how I have integrated theory and research into my own 
therapeutic practice. Thus I hope it serves to expand upon and clarify some of the 
earlier comments I made in relation to the academic dossier. In a sim ilar way, the 
research dossier provides a more detaüed look at my own stance towards and 
participation in, the debates and conflicts tha t I first introduced in the academic 
dossier.
The three research reports are presented in the form at of journal articles suitable for 
subm ission to the publication Counselling Psychology Review. They represent the 
assessed research component in each of the three years of the PsychD course and 
comprise a literature review (first year), a system atic qualitative investigation 
(second year) and a systematic quantitative investigation (third year). The theme that
links all three pieces is the challenge facing counselling psychologists -  as hum an  
scientist practitioners - working in  the NHS. Thus the reader leaves the portfolio after 
an active consideration of the question: how can counselling psychologists conduct 
systematic evaluations of the ir w ork in ways tha t are both congruent with the 
experience and philosophical underpinnings of the ir work and  which satisfy the 
contextual demands placed upon them? My in terest in the storied nature of hum an 
experience is apparent from thé outset in my research and given my everyday activity 
of reading stories w ith my daughter (now nearly  four years old), my use of classic 
fairy  tales as metaphors is perhaps not surprising. However, unlike Cinderella and 
Puss in Boots, there is no happy ending. There is no uncomplicated answ er to the 
research question, only accounts of my attem pts to face the challenge and to w rite 
different story lines which may allow counselling psychologists greater choice in the 
assessm ent of their practice.
ACADEMIC DOSSIER
Essay: Discuss the idea that it is a child’s relational membership of the
social world which leads to the development of social understanding. How can 
such insight inform counselling psychology practice?
At the core of social understanding is the process of becoming a person. A process 
through which behaviour becomes meaningful and m eant” (John & Dallos, 1984, 
p.l05) or knowledge of w hat my doings are doing ... in relation to my current 
social surroundings” (Shorter, 1998, p.272) emerges. In the ir consideration of the 
research into the developmental origins of social understanding. Hay & Demetriou 
(1998) present the findings using an organisational framework based on different 
levels of analysis. At the ‘m icro’ level, theory-of-mind, task-based research attempts to 
characterize very young children’s understanding of in ternal experience by 
describing ways in which these children appear to be able to decode aspects of the 
in ternal lives of others such as th e ir feelings, desires and intentions (for a full account 
see Hay & Demetriou, 1998, pp 220-235). At the ‘m acro’ level, more qualitative data 
emerges about the nature of children’s understanding in the context of their relations 
w ith fam iliar others in fam iliar circumstances. Youniss (1981) uses a Piagetian 
fram ework to describe how the Self is constituted through relations in an attempt to 
synthesize the internal and social sides of hum an life. Shorter (1998), w riting w ithin 
a social constructionist framework, does not acknowledge any dichotomy between the 
individual and social self and argues that understanding is not possible without 
evaluation and, moreover, that it emerges from within  relational moments w ith 
others.
Although these views can be differentiated by reference to the ir guiding frameworks 
and in the way the individual/social issue is treated, core sim ilarities exist which 
may usefully inform counselling psychology practice. In particular, although social 
understanding can be characterised in term s of social competencies and the ir 
consequences (Muncer & Campbell, 1998), it is a dynamic, life-long process involving 
negotiation and renegotiation w ith others. Thus people are at one and the same time 
individual and social. This combination means th a t change m ay be facilitated from 
w ithin  the therapeutic relationship. In addition, a child’s experiences of im portant 
personal relationships may enhance or lim it social understanding, w ith the 
im plication being that where a personal relationship has been lim iting in term s of 
social understanding development, less successful relational styles may emerge and 
be carried over into other relationships.
Hay & Demetriou (1998) acknowledged tha t in  order to understand the complete 
nature of children’s social competencies, researchers need to go beyond the ‘m icro’ 
level of internal experience as accessed by theory-of-mind tasks to one which includes 
a consideration of w hat very young children understand about social interaction, 
relationships and group processes (the ‘m acro’ level). They chart understanding-in- 
action research findings which show tha t even infants dem onstrate an understanding 
of w hat makes interactions successful; that one-year-olds understand that different 
relationships are characterized by distinctive behavioural features; and that m the 
first year of life too, children show a concern for ‘standards’ set by the adult world. 
Particu lar experiences in im portant personal relationships, though, may enhance or 
obscure the development of such competencies, illustrating the importance of 
significant others in the development of social understanding. However, Hay & 
Demetriou (1998) also highlight the difficulty associated with the integration o f ‘m icro’ 
and ‘m acro’ level research findings due to the often irreconcilable rules of evidence 
tha t the different methodological bases demand. It is rare , they add, to find research 
which uses different methods to look a t different domains of understanding w ithin the 
same sample, even though young children “... are  assuredly constructing models of 
themselves in relation to their social worlds” (p. 242).
Youniss (1981) uses Piaget’s work to bring cognition into the study of social 
understanding. Motivated by a search for order and meaning, the child acts on 
h is /h e r world which necessarily brings h im /h er into contact w ith other things and 
other people. Via the dynamics of such interactions, the child concludes “... tha t the 
actions of persons are reciprocally related” (p.l4). Moreover, th is reciprocity takes 
two forms, symmetrical and complementary, characterized by how opportunities for 
agency are distributed w ithin the relationship. In the former, self and other have 
equal opportunity to contribute to interactions in sim ilar ways, thus are found in 
chüdxhild  (peer) interactions. In the latter, agentic opportunity is asymmetrical, 
w ith the self (child) having to give way o r follow the other (parent). In line w ith 
Piaget, Youniss (1981) argues that it is sym m etrical relations, via the ir facilitation of a 
struggle for cooperation amidst the uncertainty  of a positive, negative or impasse 
outcome, which have the greater Influence on the development of m ature social 
understanding. Principles of collaboration or cooperation emerge through children’s 
realization of their relational membership of the social world and are used to develop 
relationships w ith others. These relationships in turn , form the basis of new 
definitions of self. It also follows that relational m em bership of the social world is a 
life-long and dynamic process which does not necessitate “. .. tha t the self constituted
in childhood through the child-parent relation is or has to be the self that will be 
reconstituted in ... new relations” (Youniss, 1981, p.22). However, the evidence base 
that Youniss puts forward for the link between cooperation and symmetrical 
reciprocity comes from the verbal descriptions of interactions given by children 
whose cognitive competencies must, therefore, be relatively advanced. Findings 
relate to children “...of about 6 to 8 years” and “...roughly ages 9 to 14 years” (Youniss, 
1981, p.l7). In explaining complementary reciprocity, in  the context of parentxhüd 
relations, Youniss uses Piagetian ideas to suggest th a t these follow a developmental 
course. Infants “... may be considered as independent agents whose actions may have 
only self-reference. However, at some time early in development, the picture changes 
at the instigation of parents. With children’s welfare in mind, parents begin to set up 
the exchange system  tha t seems to persist at least through childhood” (p.20). What is 
needed is one framework which allows the different relations to be investigated in 
tandem, thereby addressing some of the concerns over the integration of findings 
expressed by Hay & Demetriou (1998) above.
Shotter’s (1998) use of social constructionism  to explain the development of evaluative 
knowing from w ithin a situation provides a useful fram ework in  this respect. He 
argues tha t understanding emerges as a function of its embeddednes in interactions or 
relational moments. Furtherm ore, social understanding is necessarily evaluative 
because it emerges w ith respect to the rules or standards about w hat is acceptable 
behaviour constructed w ithin the wider social order. Such understanding allows the 
child to know where s /he  stands m  relation to others and this, he argues, is the basis 
for identity. He also argues against the use of retrospective, intellectualist- 
representational methods m  the study of children’s competencies; urging that 
researchers should aim  for an active understanding of the moment-to-moment 
dynamics of everyday interactions instead. In adopting a “... more embodied, 
dialogical stance, we have a chance of ‘seeing’ how those around the child have the 
power to shape the situation developmentally” and overall,/*... our joint task is to 
socially construct w ith our children a certain kind of developmental practice ...” 
(p.276) in which they can develop an increasing self-awareness of how they are 
evaluatively placed in relation to their w ider social and cultural world. In the 
everyday interactions Shorter uses to ü lustrate this stance, only adult (and in aU but 
one case, m other):chüd examples are given. We need also to look at interactions 
between the chüd and other fam üiar people like grandparents, but perhaps most 
im portantly, between the chüd and h is /he r siblings and peers. As Youniss (1981) 
points out, “...w e  know little about the continuity of self across relations” (p.22); and
as Hay & Demetriou (1998) note, the study of very early  relationships with siblings 
and peers, although popular in past decades, has almost disappeared m the 1990s. It 
should also be noted that in the three views presented -  Hay & Demetriou (1998), 
Youniss (1981), and Shorter (1998) -  there is a relatively narrow  focus, namely the 
description of social competencies and the ir consequences. M uncer & Campbell (1998) 
point out that this can lead to an obsession w ith method, detracting “... from the child 
as an intrinsically social being in favour of a view of the child as a detached social 
problem-solver” (p.400); although it could be argued tha t Shorter’s framework carries 
the least risk  of this occurring.
Counselling psychology practice brings the idea of people as intrinsically social 
beings into the foreground again. Insights gained through the discussion of the three 
views above can perhaps best be applied using the fram ework of systemic or family 
therapies. Core principles of these therapies include the need to understand ideas 
w ithin the wider social context, the focus on social interactions as the unit of analysis 
and the emphasis on changing behaviour and communication patterns between 
family members as the intervention strategy (Bor, Legg & Scher, 1996). Family 
therapy models tend to assume tha t families and relationships are patterned. 
Identifiable interaction types are repeated over and over agam  and symptoms emerge 
and are m aintained through this repetitive process (Street, 1996). Ju st as social 
understanding evolves through relations with others, so can social misunderstanding', 
and as the move to increasing self-awareness of one’s evaluative position in relation to 
others can be enhanced by those others, it can also be stifled by them  too.
The systemic framework also recognises the sim ultaneity  of the individual and social 
self w ithin the interacting unit. Most recently, systemic ideas in counselling 
psychology have shifted from a cybernetic m etaphor (seeing families as self­
regulating systems that rem ain stable or change via feedback within circular 
interactions (Jones,1993)), to a narrative metaphor. Here, experience is organised in 
the form  of stories {the individual level) which give m eaning to people’s lives and 
w hich influence the way they are lived {the social level). Although we usually have 
several stories about our lives, there tends to be a dom inant one and it is usually in 
the context of this dominant one that problems are conceptualised. Problems can be 
seen as mismatches between the lived experience and the dom inant story in which 
experience is represented. In therapeutic practice, problems are conceptualised as 
restra in ts and never as the result of personal incompetencies. Restraints impede our 
ability to see other possibilities and the aim  of the counselling psychologist is to
facilitate the generation of an alternative story, thus enabling each client to see a 
world of alternative possibilities and expanding options ...” (Bor, Legg & Scher, 1996).
The narrative approach, w ith its emphasis on the use of stories and conversations in 
therapy, seems to offer a way of meeting Shotter’s (1998) demand for a "... more 
embodied, dialogical stance ...” (p.276) w ithin research. Further, by expanding the 
context to include social and political forces, it also addresses the narrow focus 
criticism  levelled at the three views above. Regarding the issue of continuity, the 
narrative approach takes account of both the here-and-now experience of the client 
and the history in the aetiology of problems. A possible way of understanding 
continuity processes then, is to see how stories about oneself emerge through 
relational experiences w ithin the family system  and how they may be carried over 
into other contexts (Bor, Legg & Scher, 1996).
Historically, however, the therapist as researcher has been prohibited on the grounds 
tha t in therapeutic practice, ideas, values, and the focus on process have been of 
prim ary importance, not the generally accepted criteria  and conditions which make 
comparisons in research meaningful. In addition to th is ‘resistance’, methodological 
problems such as finding matched controls or ensuring tha t therapeutic interventions 
are standardized make research into effectiveness particu larly  difficult. Additionally, 
as it is applied w ithin counselling psychology, the system s m etaphor lacks predictive 
power; conversely, as it appears in models which do possess predictive power -  such 
as negative feedback systems -  the theory does not map onto counselling psychology 
in practice (Bor, Legg & Scher, 1996).
To conclude, it seems useful for both theory and practice to consider the development 
of social understanding as a dynamic social process in  which evaluative stories about 
oneself emerge from w ithin our everyday relations w ith others.
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Essay: Unity through diversity or integration? How wider psychological
debates contextualise the experience of psychotherapeutic practitioners
In her 1999 B ritish Psychological Society Presidential Address, Ingrid Lunt {The 
Psychologist, October, 1999) made a plea for tolerance of diversity w ithin psychology 
as a science and as a profession. Although diversification and expansion were 
welcomed and regarded as signs of the discipline’s health  and success, they were also 
associated with two m ain problems the Society currently  faces. Firstly, the 
separation of the m embership into Sections and Divisions which suggests a false 
notion tha t academic psychology and applied psychology do not interact w ith 
eachother or share sim ilar concerns. Secondly is the increasing num ber of 
differential education and train ing routes which have yet to be rationalised on the 
basis of commonalities, leading to possible rivalries and competition between 
Subdivisions. As a trainee counselling psychologist coming to the end of the first year 
of a three-year practitioner doctorate course, I am  acutely aw are of how these two 
issues contextualize my curren t experience of training. Both issues can be 
understood in term s of the scientist-practitioner model and its bedfellow evidence- 
based practice. These core principles are shared by both counselling and clinical 
psychologists but the two professions are institutionally separate and appear to have 
what can only be described as an uneasy relationship w ith eachother. In a wider 
psychological context, these issues are inherent in  the cu rren t discourse around the 
quantitative vs. qualitative research debate as evidenced in the articles and letters 
published in The Psychologist and in related professional journals.
The scientist-practitioner model has, at least in the USA, informed clinical train ing  
for over fifty years. It was first outlined in 1949 at the ‘Boulder conference’ w here 
leading psychologists from across America met at the U niversity of Colorado at 
Boulder to discuss standards for doctoral train ing in  psychology. Consensus was 
reached on a model of clinical psychology tha t required  students to have extensive 
train ing in research and practice (Benjamin & Baker, 2000). In addition, the 
participants also voted to support the following recommendation:
“The American Psychological Association and its appropriate division should study 
the common and diverse problems and concepts in the fields of clinical psychology 
and counseling and guidance with a view to im mediate interfield enrichm ent of 
knowledge and methods. Consideration should also be given to the possibility of 
eventual am algam ation of these two fields” (Raimy, 1950, p.l48).
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Although the model is accepted by both counselling and clinical psychologists in the 
US and the UK today, the two disciplines rem ain institutionally distinct in both 
countries. Albee (2000) points to some of the political and economical barriers in the 
US which serve to prevent any am algamation of the two fields “Psychotherapy is 
effective, but it is too expensive to be profitable to the corporate health system, so 
psychotherapy is not supported. Drug therapies, developed by the giant 
pharm aceutical companies, are in, and clinical psychology, long ago locked into the 
organic/m edical model, has little choice but to go along. Now to survive psychologists 
m ust strive to obtain prescription privileges, an effort that fu rther supports the 
organic/brain-disease model” (p.248). In the UK however, clinical psychology train ing 
courses have questioned the appropriateness of the medical niodel and perhaps not 
unconnectedly, faced difficulties initially w ith the attitudes of the psychiatric 
profession (Miller, 1996). It is also the case tha t in practice, counselling psychologists 
are working alongside clinical psychologists w ithin NHS trusts and both are working 
with sim ilar caseloads of prim ary and secondary care level referrals. Thus attempts 
to differentiate between the two professions on the basis of w orking practices seem 
only to highlight the ir sim ilarities (Ryder & Shillito-Clarke, 1998). The case for 
rationalisation would seem to have more support at th is point than  the case for 
continued separation.
Lunt (1999), points to the issue which, it would seem, continues to divide not only 
counselling and clinical psychologists but psychology as a whole, tha t is the “...two 
cultures of psychology: one a mechanistic science, based on a positivist paradigm  
seeking general laws of behaviour; the other a herm eneutic science, based on an 
in terpretiv ist paradigm ” (p.494). A rthur (2000), using responses from standardised 
personality and epistemological questionnaire inventories, found tha t cognitive 
behaviourist practitioners allied themselves w ith  the mechanistic culture w hilst 
psychoanalytic psychotherapists characterised themselves w ithin the herm eneutic 
culture. Findings from a pilot co-operative research study, involving four clinical and 
three counselling psychology trainees (including myself), suggested that in the 
context of a focus group discussion, trainees’ social representations of eachother (that 
is the “...[sets] of concepts, statements and explanations originating in daily life in  the 
course of inter-individual communication” (Moscovici, 1981, p.l81) used) were based 
on relative positions vis a vis a. positivist science/m edical model prototype. It was 
clear tha t as practitioners, counselling and clinical psychology trainees were 
perform ing very sim ilar roles w ithin NHS placem ent settings; but as scientists, 
clinical psychologists were placed closer to the prototype than counselling
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psychologists. Thus for this small sample of trainees, the mechanistic culture 
dominated their discourse regardless of orientation.
A num ber of key articles in The Psychologist related to the qualitative vs. quantitative 
research debate and the letters from practitioners tha t they inspired, suggest tha t the 
m echanistic culture/m edical model still holds sway. Regardless of w hether w riters 
ally themselves w ith one side or another or propose tha t the two cultures can co-exist, 
argum ents place the discourse firmly w ithin the dom inant mechanistic culture and 
the language of a herm eneutic stance is noticeable by its absence. In March 1995, The 
Psychologist produced a special issue dedicated to qualitative research. In January  
1996, Morgan responded w ith an article in w hich he claimed that the need for 
scientific replication of data was not met by qualitative methods. Stevenson and 
Cooper looked for common ground in April 1997 while Sherrard  emphasized the 
im portance of the social sphere. These four w riters came together in October 1998 to 
continue the debate.
Morgan (1998) welcomed the open discussion of the issue but was w orried tha t if 
psychology was no longer regarded as a laboratory-based subject, it would become an 
arts-based discipline which in tu rn  would lead to a decline in funding, a loss of 
scientific psychologists to other disciplines and fu rth er problems m attracting males 
to a subject already overpopulated with females. He acknowledges that qualitative 
research can lead to an understanding of the hum an mind and brain  but adds tha t 
unless it is able to employ objective methods for studying hum an social behaviour, it 
should not claim  to be a science:
“Forming relationships with people is the job o f  everyone; I  see no reason to pay  
researchers to do it. Something a bit different is expected from  science” (p.483).
He concludes tha t post m odernist psychology should be split off from scientific 
psychology to ensure, if nothing else, that students have a coherent teaching 
programme.
In the ir reply to M organ’s article. Cooper and Stevenson point out that
“...an underlying characteristic ofpsychology is the coexistence o f  both humanistic and  
mechanistic understandings” (p.484),
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but acknowledge tha t the la tte r has had a history of suprem acy as a route to 
knowledge in psychology:
“The view that ‘science -  good’ has served to bound psychology and marginalise other 
conversations. H ad science not become the dominant discourse in psychology, 
conversations m ight have occurred more freely between differently oriented disciplines 
such as philosophy and sociology, where arguments regarding science are well 
rehearsed” (p.484).
They propose a ‘new science’ w hich could be evaluated using the overarching 
criterion of researcher reflexivity. Science, they argue, is m ore than adherence to 
method, it is an open-mindedness which allows for continual questioning of the 
assumptions behind the routes to knowledge researchers take. And it is this open- 
mindedness which should inform the way students are taught psychology:
“Teaching students that there are m any ways to view the world is teaching psychology” 
(p.485).
Sherrard  responds to Morgan’s article by stressing the need for an integration of the 
two cultures w ithin research:
“I f  psychologists demand reliability and physical ‘objectivity’ everywhere and before 
anything else, they sacrifice hum an understanding and adventurous research. I t is 
possible, with tolerance and effort, fo r  psychologists to grow up and accept that humans 
are both physical and social. Otherwise, they may continue doing a k ind  o f science, but 
it wont be psychology ” (p. 487).
In a final postscript, Morgan m aintains tha t it is not necessary to go beyond the 
methods of ‘traditional science’ in order to study hum an social interactions and 
m ental experiences. And although recognising tha t qualitative methods have been 
used appropriately to study fascinating subjects, he concludes that:
“...it is potentially misleading, to both students and the public at large, to invest these 
methods with the authority o f  objective science” (p. 488).
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A gainst this backdrop, a num ber of articles and letters subsequently appeared in The 
Psychologist which could be directly linked to the quantitative vs. qualitative research 
debate. From an opportunity sample of eleven editions published between November 
1998 and May 2000, some twenty eight letters could be classified in this way. In order 
to understand the ways in which the debate is contextualising the experience of 
therapeutic practitioners, selected letters w ritten by contributors who identified that 
they were involved in the applied use of research findings/evidence-based practice, 
e ither through a direct reference to therapeutic implications or through the ir own 
qualifications (N =ll), were considered further.
General comments included those of Lady (1998) who points to the advantages of 
qualitative research in generating hypotheses for subsequent testing using 
quantitative methods but is also concerned about essential differences between the 
aims of the pure qualitative researcher and the clinician:
“Clinicians cannot be content to blow pretty conceptual bubbles in the air -  their aim is 
to effect or facilitate change” (p.580).
And King (1998) responds w ith apparent dismay to the M embership and Qualifications 
Board’s section in the Society’s Annual Report which, she believes, reinforces the 
view that clinical psychology subscribes to a:
“...naively scientistic view o f applied psychology in suggesting that practice is entirely 
‘science-based’” (p.581).
In response to a collection of articles on quality healthcare, Del Monte (1998) 
expressed concern that economic and clinical audit pressures combined to 
discrim inate against qualitative appraisals of w hat clinical psychologists and the ir 
clients do and experience, in favour of scientific methods rooted in  the m echanistic 
culture:
“No time to waste on psychological approaches that concern themselves with issues 
beyond the level o f  simple appearances, as they are not readily reduced into numbers and  
tend to be time consuming” (p.525).
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Ruthenberg (1998), w hilst recognising the need for clinical psychologists to go beyond 
‘point diagnoses’ (after Pilgrim, 1998), also appears reconciled to the dominance of the 
medical model. He argues that practitioners should look to a ‘change-from-within’ 
approach in order to avoid being marginalised w ithin the Mental Health Service:
“We need to empower ourselves properly and learn this limited skill, and then extend it 
fu lly  into meaningfully embracing the dynamic underpinnings o f psychopathology” 
(p.523).
Picking up the diagnosis debate, Shute (1999) states that inspite of undoubted 
expertise, the diagnoses of individual psychologists in A ustralia were not accorded 
the same authority  as those of the medical profession in  a legal case and in her own 
experience of clients applying for disability allowances. In agreeing with Pilgrim
(1998) and w arning against the ‘change-from-within’ approach suggested by 
Ruthenberg (1998), she recognises tha t the dominance of medical positivist discourse 
may account for inertia  in other discourses and suggests th a t the way forward is to:
“...change the dom inant discourse in society rather than passively accepting the status 
quo” (p. 10)
and cites one of the few attempts to do this for A ttention Deficit Hyperactivity 
Disorder (ADHD):
“...Reid & M aag (1997), who have dared to describe ADHD as psychology’s Tiltdown  
M an’” (p. 10).
Treacy (1999) does not take up this suggestion but instead highlights some of the 
advantages of the DSM diagnostic category ADHD:
“...the positive response rate to treatment fo r  ADHD via medication is around 70%”, and 
“Children with ADHD prior to the 80’s were categorised merely as ‘bad’ children with 
dysfunctional parents” (p.l68).
Bailey and Shevlin (1999), in agreeing with Shafran and Salkovskis (1999), question 
the usefulness of using psychoanalytic literatu re  to inform  clinical practice because it 
is not characterised by a research base which adheres to the demands of reliability
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and validity criteria which, they argue, are essential when research is used to develop , 
treatm ent strategies and guide clinical practice:
“...we have a responsibility to use the research evidence only o f  the highest quality. I t is 
unlikely that such evidence would be qualitative in nature” (p.585).
Me Gowan (2000) challenges Bailey and Shevlin’s dism issal of the psychoanalytic 
litera tu re  and, by implication, the ir assum ption tha t Cognitive Behaviour Therapy is 
the only legitimate therapeutic approach by pointing out tha t many clinical 
psychologists are technical eclectics:
“...(using tools from  many different approaches) according to the needs o f our clients...” 
(p.gp.
He also refers to the w ealth of outcome studies w hich show psychoanalytic 
psychotherapy to be as effective as o ther treatm ent modes, including GBT:
“..Jioth  and Fonagy (1996) concluded that there is little evidence fo r  the differential 
efficacy o f  therapies and emphasised the importance o f  non-specific factors such as 
therapeutic alliance o ver‘brand-name’techniques” (p.8).
This argum ent is also taken up by Flatt (2000) who suggests tha t GBT and 
psychoanalytic thinking can be used in  an integrative way in  therapy:
“M any o f  the principles o f transference and counter-transference can be usefully used in 
CBT to highlight enduring negative behaviours exhibited by clients and make them 
accessible to cognitive processing” (p.8).
King (2000) calls into question Bailey and Shevlin’s claim  for the superiority of 
quantitative research evidence in guiding practice. Its use of highly selected clients, 
highly m anualised treatm ents and highly abstract m easures of psychological health, 
she argues, cannot inform clinicians about:
“...the best way to help any specific individual, with multiple and complex difficulties, to 
improve in clinically significant ways, and in ways that are meaningful to them ” (p.64).
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A rthur (2000a) makes a link between the quantitative vs. qualitative research debate 
and its applied counterpart, CBT vs. Psychoanalytic Psychotherapy by citing his own 
findings on the association between patterns of personality and epistemological traits 
and therapeutic orientation (see above) and concludes that:
“It is indeed unfortunate that these differences probably make communication between 
them difficult and often prevent m utual learning from  occuring’' (p. 120).
In support of F latt (2000), he appeals for integration bu t not only at the applied level:
“The move m ust surely be towards the theoretical integration o f  psychoanalytic and  
behavioural approaches.... Not towards the dismissal o f  psychoanalytical practitioners, 
or indeed any legitimate therapeutic approach that benefits clients” (p.120-121).
Thus the discourse, involving selected contributors from  an opportunity sample of 
The Psychologist, around the qualitative vs. quantitative research debate and their 
applied counterparts counselling vs. clinical psychology is characterised by particular 
features:
• The dominance of the m echanistic/m edical prototype in determ ining the social 
representations of psychological research and practice respectively, regardless of 
w hether contributors supported it, challenged it, or proposed eclectic/integrative 
approaches;
• Consequently, there is little use of the language of herm eneutic science which 
rem ains largely undefined and vague;
• The only identifiable representation of counselling psychology is psychoanalytic 
psychotherapy;
• Thus, the applied debate is represented as CBT vs. Psychoanalytic 
Psychotherapy.
Although Cooper and Stevenson (1998) note tha t
“Contemporary debates concerning qualitative and quantitative research in the 
production o f  psychological knowledge are examples o f a conversation that had  
previously been marginalised by the prevalence o f  * scientific’ discourse in psychology” 
(p.485)
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counselling psychologists are conspicuous by the ir absence in th is conversation. 
Over 50% of the letters considered were subm itted by clinical psychologists, none 
were submitted from those identifying themselves as solely counselling psychologists 
and only one, A rthur (2000), claimed a tripartite  status (Chartered 
Clinical/Counselling Psychologist and Psychoanalytic Psychotherapist).
One can speculate at why th is m ight be the case:
• Clinical psychologists, occupying a position closer to the dominant 
m echanistic/m edical model prototype have more to lo se ’ if they were to adopt 
more herm eneutic traditions and are therefore more m otivated to enter into the 
debates;
• Similarly, counselling psychologists, who are already distanced from the 
m echanistic/m edical model prototype, do not feel motivated to enter into these 
debates which continue to be characterised by tha t dom inant prototype.
It is not the rem it of the present discussion to pursue such speculation, other than to 
say tha t the debates reach a large and diverse psychological audience and to think, 
perhaps, tha t they would be all the richer and more in teresting if counselling 
psychologists took a greater part.
However, it is perhaps useful to stay within the realm  of speculation and consider 
how Cooper and Stevenson’s (1998) ‘new science’, characterised by researcher 
reflexivity would add to our understanding of A rth u r’s (2000b) study. Elliott et al
(1999) ‘operationalise’ researcher reflexivity w ithin the ir Evolving Guidelines fo r  
Publication o f  Qualitative Research Studies in Psychology and Related Fields as 
‘owning one’s perspective’ and give the following as examples of good practice:
• “The authors describe their theoretical, methodological or personal orientations as 
those are relevant to the research;
• They describe personal experiences or training relevant to the subject matter, as well 
as their initial (or even emerging) beliefs about the phenomenon they are studying”
(p.221).
A rthur (2000b) found tha t psychoanalytic psychotherapists and cognitive- 
behaviourists diflered on a significant num ber of personality, cognitive and 
epistemological tra its  and described ‘orientation characteristics’ which, he argued, 
could account for the continued separation of these two m ajor orientations. In term s 
of cognitive-epistemological styles, psychoanalytic psychotherapists relied'.
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“predominantly on their intuition rather than the physical senses and process their 
knowledge through the use o f  feeling by introspective analysis, insight and empathy” 
(p.25); whereas cognitive-behaviourists relied “...on the physical senses fo r  information 
gathering, they prefer quantitative to qualitative information, thinking over feeling are 
pragmatic and realistic and value observation and measurement” (p.25).
We know from his le tter to The Psychologist (2000a) tha t A rthur believes that the way 
forward for psychological research and practice is via integration at a theoretical 
level and specifically, integration between psychoanalytic and behaviourist 
traditions. However, in conducting a large study (N=247) where participants were 
given standardised paper and pencil inventories to complete by post, with responses 
compared afterwards using statistical techniques and w here steps were taken to 
control for other effects (such as commitment and satisfaction with orientation 
choice), can we assume an allegience to quantitative research methods? Or is he 
adapting his methodology to suit the audience he w ants to reach (the article has been 
accepted for publication by the British Journal of Medical Psychology)? W riting in 
The Psychotherapist, A rthur (2000b) does outline some of his motivations for doing the 
research. Namely, curiosity about choice of tra in ing  and the subsequent impact this 
choice has on the therapeutic treatm ent clients receive, and encountering 
psychologists and psychotherapists who, in the main
“...firm ly believed in one o f  these two particular approaches to understanding 
themselves, their patients and the nature o f  humankind, and I  wondered w hy” (p.24).
Interestingly, although the findings he reports suggest specific orientation 
characteristics for ‘hard-line’ psychoanalytic psychotherapists and cognitive- 
behaviourists, there is no category for integrative psychotherapists which, we 
assume, is his own orientation. If it is im portant th a t there is a ‘fit’ between a 
therap ist’s personality and cognitive-epistemological style and her/h is  chosen model, 
then integrative psychotherapists cannot simply be characterised using a ‘pick and 
mix’ approach from  the other two categories. By definition this would mean that the 
integrative psychotherapist’s personality and cognitive-epistemological styles would 
be incongruent w ith aspects of each of the two major orientations and, using A rthur’s 
own argum ent, this would mean
“...dissonance and distress can be experienced.... This can result in the therapist 
becoming disillusioned, burnt-out or even over-committed to their model” (p.26).
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It would perhaps be more profitable to understand the reasons behind A rthur’s (and 
others like him) curren t status as a Chartered Clinical/Counselling Psychologist and 
psychoanalytic psychotherapist in order to characterise the integrative 
psychotherapist ra ther than to perpetuate the division between the two major 
orientations using m echanistic discourse. That is, to conduct qualitative research 
characterised by researcher reflexivity -  the ‘new science’ (Cooper & Stevenson, 1998). 
Elliott et al’s (1999, pp. 221-224) S id e lin es  for qualitative research can be seen to have 
parallels w ithin the therapeutic process which could be specified further to provide a 
congruent way of assessing therapy qualitatively:
Guideline
1. Owning one’s perspective -  authors 
disclose values and assumptions.
2. Situating the sample -  describe 
participants and the ir life circumstances.
3. Grounding in  examples -  provide examples 
of the data to illustrate the analytic procedure 
used and understanding developed in the 
light of them
4. Providing credibility checks..
5. Coherence -  understanding fits together to 
form data-based story /narrative, ‘m ap’, 
framework or underlying structure for the 
phenomenon.
6. Accomplishing general vs. specific 
research tasks -  general: based on an 
appropriate range of instances; specific: 
systematic and comprehensive description 
of single cases to attain  understanding.
7. Resonating w ith readers -  readers judge 
it an accurate account which has clarified or 
expanded the ir understanding of it.
Therapeutic Parallel
Personal therapy- increasing self 
awareness.
Analysis of transference and 
counter-transference phenomena 
w ithin the relationship. 
Assessment -  complete and 
accurate inform ation gathered. 
Form ulations based on data 
offered by the client.
Checking understanding w ith 
client; Supervision.
Form ulation fits w ith client’s 
data and informs therapy.
G eneral -  therapeutic alliance; 
Specific -  symptom reduction/ 
problem  redefinition w ith 
increased insight about origins.
Client feedback on therapy.
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Returning to Lunt’s 1999 BPS Annual Conference plea to conclude:
“For us as a discipline to respect the diversity o f  epistemologies, methodologies, cultures 
and modes o f  application, and to discover how to be true to our own humanity while 
retaining a coherent account o f  our science ” (p.496);
perhaps this could be extended to include an integrative approach in which the 
‘voices’ of the herm eneutic and mechanistic cultures have equal amplitude and are 
heard by everyone. Perhaps it is necessary for us to tu rn  the volume down on 
mechanism to begin with.
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Essay: Discuss an aspect of the therapeutic relationship in relation to
psychoanalytic ideas
A psychoanalytic idea which impacts on the relationship between the therapist and 
the client is that of the therapeutic frame. Although the idea of a framework within 
therapeutic work has long been accepted by practitioners (Gray, 1994), it was Marion 
M ilner in 1952 who first articulated the idea using the m etaphor of an a rtis t’s frame to 
describe the containing function of the therapeutic frame. Thus, the therapeutic 
frame essentially comprises a num ber of ground rules which hold the therapeutic 
situation together and which give a particular hue to the therapeutic relationship. 
Some argue that it is these ground rules that make psychoanalysis w hat it is and what 
distinguishes it from aU other activities (Langs, 1998; Smith, 1999). Smith (1999) 
claims tha t psychotherapy clients unconsciously inform  therapists that they desire 
the psychoanalytic situation to be structured in line w ith these ground rules through 
the ir narratives. It seems that on an unconscious level we all adhere to the same key 
criteria  for the frame and when the frame refelects these, it is said to be “secured” 
(Langs, 1998). The key criteria for a secured frame include:
1. Sessions should always take place in the same room, at the same and last for the 
same num ber of minutes.
2. The client should decide when to term inate therapy.
8. The therapy should be completely private, confidential and confined to the 
consulting room.
4. No physical contact between therapist and client.
5. A set fee w ith all scheduled sessions paid for and the therapist present for aU of 
these.
6. The therapist should be neutral and anonymous, striv ing  not to give the client 
explicit or implicit directives, blame or praise.
7. The therapist should take responsibility for h is /h e r  own deviations and errors 
and express this in an appropriate interpretative way.
(Adapted from Smith, 1999, pp. 196-197).
In addition to serving the practical function of ensuring th a t both client and therapist 
know how their work together wiU be conducted, the therapeutic frame also has 
im portant connections w ith early experiences (Gray, 1994). In term s of a mother- 
infant model of the therapeutic process, there is an assum ption tha t the infant (the 
client) requires continuity and consistency and tha t unpleasant sensations such as 
hunger, pain and loneliness are modified or elim inated through the care of the mother
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(the therapist). Thus, by m aintaining a firm  frame, the therapist provides a container 
in w hich client anxieties can gradually be understood and in which individuation (a 
recognition of one's separateness from the other) is facilitated, “In the best of 
situations it provides a safe space w ith secure foundations, one in which clients do not 
have to manage the therapist’s anxieties but are able to develop their own authentic 
em otional lives” (Gray, 1994, p. 10).
In my second year placement setting -  an open access, free student counselling service 
w ith in  a large university  -  adherence to the ground rules for a secured frame as 
outlined by Smith (1999) above, presented a num ber of challenges which impacted on 
the therapeutic relationship hi significant ways. Rana (2000) notes that the nature of 
counselling services w ithin universities is influenced by two m ain and interrelated 
factors, those associated w ith the needs of students and those associated with the 
param eters of the university. Accepting tha t the m ajority of students w ithin a 
university  are undergraduates between the ages of 18 and 22 years, a num ber of 
authors note tha t developmental issues of late adolescence, for example moves 
tow ards independence and evolution of one’s own identity (Rana, 2000; Coren, 1996; 
May, 1994; Grayson, 1989); plus the observation that, regardless of the num ber of 
sessions offered, the average num ber attended by students is around four to five 
(Rana, 2000; Coren, 1996; May, 1994) influence the way of working w ith student clients 
and the nature of the therapeutic relationship tha t emerges. Although breaks in the 
therapeutic frame are almost inevitable in  any setting, the temporal param eters 
characteristic of universities usually means tha t a student’s time there is punctuated 
by relatively frequent and long holidays, w ith the added possibility of spending a 
‘sandw ich’ year abroad or in industry. Thus, long term  (taking place three to four 
tim es per week and extending over several years) psychoanalysis of the kind implicit 
in Sm ith’s (1999) criteria  above is precluded even if it is thought desirable by both 
therap ist and client. Personal and academic concerns may be interrelated and 
therapists are often asked by their clients to communicate w ith th ird  parties such as 
academic tu tors on their behalf. Conversely, staff and parents may find it difficult to 
accept that even basic inform ation cannot be divulged by the student counseUmg 
service unless the student has given h is /h e r p rio r permission. As such protection of 
confidentiality becomes a more complex issue than  in some other settings (Rana, 2000) 
and poses a particu lar difficulty in term s of the ground rules for a secured frame.
At the time of writing, the average num ber of sessions attended by the students (all 
undergraduates between the ages of 19 and 22 years) I met with, was two (although 
this had increased significantly by the end of the placement). I - together w ith four
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other part-time ‘placement counsellors’ engaged in professional training - was in the 
unusual position of being able to see clients for the duration  of my time there (once a 
week over one academic year), unlike the perm anent members of the counselling staff 
who, due to the demands on the service, worked in an even more time-limited way, 
with the offer of four to five sessions being the norm. Initially  students were assessed 
by a perm anent member of the counselling staff before being referred on to me for 
the ir second appointm ent onwards. Three students deemed suitable for ‘longer term  
psychodynamic w ork’ (the rem it for the second year of my training) and suitable for 
me as a trainee counselling psychologist were referred to me in this way. All three 
attended only one m eeting w ith me.
Kitty, my first client was assessed by my supervisor (a perm anent member of 
the counselling staff) on the Monday and was given an appointment with me 
for the following Friday. Ju st before seeing Kitty I met w ith my supervisor. 
She told me tha t K itty’s mother had phoned the counselling service the day 
before and tha t although Kitty herself had said th a t she did not want her 
m other to know about her current difficulties, she decided to phone and speak 
w ith her m other, after getting Kitty’s perm ission to do so beforehand. She said 
that she had spoken w ith Kitty’s m other for 50 m inutes and had wondered a t 
times who the client was -  Kitty or her m other -  bu t added that she thought 
that her m other understood her daughter’s difficulties very well and tha t 
perhaps Kitty’s difficulties were linked w ith a certain  sense of merging w ith 
her m other and tha t our work together m ay revolve around separation 
anxiety. She also said that Kitty’s m other had talked about some medical 
problems tha t had concerned Kitty recently, inform ation tha t Kitty herself had 
not divulged at assessment. My supervisor asked me to teU Kitty that her 
m other’s ideas about the sorts of difficulties she was experiencing were pretty 
much the same as those she had described at assessment.
At this point I felt both grateful and furious about my supervisor’s actions. Grateful 
because she had taken responsibility for the response made to someone I perceived to 
be an intrusive, overly-demanding parent and she had offered suggestions about the 
sorts of issues that Kitty may bring to our therapeutic relationship. Furious because 
of a seemingly blatant lack of protection of confidentiality, and because I had 
perceived Kitty as ‘my client’ after assessment yet had only been told of these events 
just before meeting w ith her.
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Kitty was very tearful during our meeting and said that since breaking up 
with her boyfriend of almost a year, a fellow student whom she had met 
shortly after starting university, she had felt increasingly isolated, lonely and 
unable ‘to attract people’. Being at university  was now rem inding her of her 
days at school between the ages of 10 and 16 years where, although 
academically able and a ‘teacher’s favourite’, she was bullied by her peers and 
never had a ‘best friend’. A num ber of her narratives referred to the 
im m aturity  and ‘bitchiness’ of the groups of girls at the stables where she kept 
her horse and at the ballet school w here she took lessons. The youngest of 
three children by some years and the first to go to university, she said that her 
parents had not really w anted her to go and had suggested tha t she go back 
home when her curren t difficulties emerged. Kitty, however, said that she was 
determ ined to stay and complete her course. She described her parents as 
m aterially very giving but emotionally distant, adding that they had met when 
they were both aged 13, had no other partners and m arried at a very young age 
and stiU seemed very close. There did not seem to be much space for childhood 
w ithin her family and Kitty herself appeared to defend against her own 
childhood by denying tha t it existed. Her first memory, she said, was around 
the age of 10 when her sister was leaving home and she hunted through her 
draw ers looking for make-up. When I referred to her having a pony, she 
immediately corrected by saying “it was a horse”.
For me, I felt th a t our meeting was being watched through a two-way m irro r by my 
supervisor and K itty’s mother. Although aw are of Kitty’s more vulnerable, ‘voiceless’ 
child part whose pain was perhaps apparent in her tears, the sm all room in  which I 
work seemed too crowded for us to make any real contact. Mindful of the possible 
anger she may have been feeling about being ‘passed over’ to me, I wondered if she 
had any strong feelings about the process so far. She adm itted feeling disappointed at 
not being able to continue seeing my supervisor and said that it felt like her problems 
were not being taken seriously. However, I failed to acknowledge Kitty’s anxieties 
about the safety of the space in the light of a lack of protection of confidentiality. In 
term s of Sm ith’s (1999) key criteria for a secured frame, I did not take responsibility 
for the deviations that had occurred nor did I express them  in an appropriate 
interpretative way. As the session went on Kitty became more am bivalent towards 
the idea of therapy and her adult coping exterior came to the fore. She questioned me 
directly about how therapy worked and w hether it would really do any good anyway. 
Unable to manage my own anxieties about the (lack of) safety already present in the
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room, I responded harshly by saying that therapy didn’t work by trying to convince 
people to stay if they did not want to. Not unsurprisingly, Kitty cancelled her next 
appointment w ith  me and asked to see my supervisor again. It seems I missed the 
opportunity to become a ‘best friend’ ^ d  joined the bullies and bitches of her past 
instead, w hilst my supervisor still offered the hope of a good relationship with a 
teacher again. Strong messages for me from this ra th e r unfortunate case include an 
acknowledgement of how difficult it can be to be fully with a client and showing 
accurate em pathy when one’s own sense of self and competence is diminished; that 
the maintenance of a firm  therapeutic frame is im portant for both client and therapist 
and, as argued by Gray (1994), breaks in the therapeutic fram e undermine the 
relationship between the therapist and client and m ay lead to the la tter term inating 
contact.
If we accept the idea tha t the therapeutic frame has im portant connections w ith early, 
experiences and can be seen as an offer by the therap ist of a “ ...framework for care 
which has connections w ith what the mother provides for her child but is of course 
not the same” (Gray, 1994, p. 9), it is perhaps not unsurprising  tha t breaks in the 
therapeutic fram e related to the temporal param eters of the setting can have a 
significant impact on the therapeutic relationship. Using a W innicottian framework 
for infant care, the environm ent/m other must adapt to her baby in order to assist in 
h is /h e r adaptation to the wider environment. The role of the “good-enough m other” in 
her child’s development is in performing vital tasks which facilitate her/h is growth 
towards emotional m aturity  and the establishm ent of h is /h e r ‘true  Self. If the child 
suffers excessive im pingem ent during an initial period of absolute dependence, or the 
m other fails to de-adapt during a la ter phase of relative dependency, disturbances in 
the sense of Self result. Such pressures from the environm ent/m other lead to 
compliance in the child and h is/her ‘true Self rem ains concealed and protected by the 
‘false’ or ‘caretaker Self. The “good-enough m other/environm ent” then, provides the 
containment, reflection and stimulus needed for a child’s growth to m aturity. It is 
difficult to see how such a process could be achieved given the influences on the 
nature of student counselling services noted by Rana (2000) above. However, the 
example of Clara below illustrates that where a client’s difficulties seem to be related 
to early failures in  t h e , m other/environm ent, the temporal param eters of the 
university which represent enforced breaks (and unavoidable frustration for the 
child/client) can bring  issues of dependency to the fore w ithin the therapeutic 
relationship, regardless of the length of the relationship.
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Clara, a 22 year-old undergraduate M anagement Studies student presented 
w ith anxiety and depression following the breakdown of a 4.5-year 
relationship with h er by-then, fiance: At assessm ent she revealed that she was 
the youngest of 3 children by 9 and 12 years, “a happy accident” her mother 
often said and Clara reported that her m other “ran  around after her like a 
slave” whenever she went home “as if she wants to keep me as a small child”. 
From  her earliest memories, she had been cared for by her grandfather’s 
housekeeper whom she knew as ‘Aunty’, while her parents worked away from 
home through the week building up the ir successful clothing business. Clara 
recalled spending considerable periods of tim e alone w atching television and 
said that she felt there had been no-one around to supervise her and she did 
largely as she pleased as a young child. She rem arked tha t she “had been 
alone but not lonely” and tha t her parents had been very m aterially giving on 
the ir weekend returns. Communicating confidence in  her own abilities, her 
narratives often alluded to herself as a leader, someone w ith the best ideas and 
someone who relished trium ph over adversity.
W innicott claimed that the “good-enough m other” needs to provide an environm ent 
which facilitates her baby’s natural m aturational processes and th a t she comes to 
represent two functions for the baby: the object-mother who is the object of her baby’s 
desires, the one who can satisfy h is /her needs; as well as the object towards whom the 
baby w ül express her/h is  hate; and the environm ent-m other who is the person who 
w ards off the unpredictable and who actively provides care in handling and in general 
management. In some ways I faced the same challenge as C lara’s own m other did. 
Could I be a “good-enough m other” given my com ittm ent to the university  (her 
parents’ business)? At the time of w riting I had met w ith Clara for four sessions over 
a seven week period and we had also experienced an enforced separation of four 
weeks due to a university vacation.
Although there had been glimpses of C lara’s little girl part, overall, the therapeutic 
relationship had been characterised by a relatively high proportion of DNAs on 
C lara’s part. It was acknowledged that due to the param eters of the setting, Clara did 
not have the freedom to decide the pace of therapy for herself and the risk  of bringing 
out m aterial that was too painful too soon was always there. However, one DNA in 
particu lar followed my late cancellation of one of our meetings. In the subsequent 
session we were able to th ink about how angry she may have felt at my unavailability 
in a way that made links with earlier failures in h er facilitating environm ent. We
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were also able to think about w hat the enforced separation of a coming vacation might 
mean for her in these term s too. A positive outcome of what could be conceptualised 
as failures  in the therapeutic environm ent was tha t our relationship survived them. It 
was hoped tha t this experience could at least inform C lara’s future relationships in an 
emotionally healthy way.
Thus, breaks in  the therapeutic frame related to referral procedures/involvem ent of 
th ird  parties (confidentiality) and temporal param eters of the setting such as 
vacations (continuity) can be seen to be communicated in particu lar ways w ithin the 
therapeutic relationship. Moreover, the examples show how connections w ith early 
experiences may also be triggered by such breaks. Due to the particular 
characteristics of the university setting it also seems tha t significant m aterial can 
emerge very quickly when working w ith students. In term s of understanding aspects 
of the therapeutic relationship and making suggestions about w hat constitutes good 
practice, Gray (1994) notes that "... more will be learn t from mistakes, from w hat 
happened when there were errors or breaks in the fram e than accounts of cases where 
everything went weU” (p. 6). I would add th a t a therap ist working in a student 
counselling service m ust act immediately in  taking responsibility for breaks in  the 
frame and express this in an appropriate in terpretative way as s /h e  is unlikely to be 
given any second chances.
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Psychopathology Report 
Introductiori
It has been argued that psychiatric classificatory schemes such as The Diagnostic and 
Statistical Manual of Mental Disorders-Fourth Edition (DSM-IV) and The 
International Classification of Mental and Behavioural Disorders (ICD-10) serve a 
num ber of useful purposes for the scientist-practitioner w ithin the mental health 
sector. Firstly they allow for differential psychiatric diagnoses which can in tu rn  lead 
the practitioner to the most effective treatm ents; secondly they provide a shared 
language for health care professionals; and th irdly  they encourage an exploration of 
the causes of mental disorders which may at present be unknown (Sadock & Sadock, 
2001).
However, I am already feeling w ary and uncomfortable at the mention of term s like 
m ental disorder, diagnosis, treatm ents, and causes of m ental disorder. Whilst the 
rem it of this assignment is clear -  read the case h istory and use DSM-IV and/or ICD-10 
to consider possible diagnoses before selecting the best category to fit the client into -  
as a counselling psychologist in tra in ing  I find it difficult not to begin by questioning 
the usefulness of psychiatric diagnoses per se. Although the word lim it does not 
perm it the development of this argum ent, before I dem onstrate th a t I am “able to 
recognise, understand and when appropriate use discourses other than [my] own” 
(Professional Affairs Board, 2000), I would first like to state three practical reasons 
why counselling psychologists should abandon diagnosis in favour of formulation. 
Here I refer to Pilgrim’s (2000) ‘irresistible case’. “F irst, we should be in the business 
of understanding psychological difference, not reducing experiential and behavioural 
variations to fixed pre-emptive constructs supplied by professionals. Second, by 
shifting completely to context-specific statem ents about experience and behaviour, we 
w in capture more accurately w hat are our clients’ needs and we will optimise risk  
assessm ent. Third, this emphasis on need, vulnerability and risk  will generate more 
sensible service planning than psychiatric epidemiology” (p. 304-305).
I am aware, however, of the categorical discourse tha t generally characterises law and 
the processes which take place w ithin law courts. Counselling psychologists 
appearing as expert witnessnes may indeed find it very difficult not to have recourse 
to the use of diagnostic classifications -  particularly  if they hope to receive regular 
instruction from legal professionals. Against this backdrop I w ill now present my 
response to the assignment.
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Possible diagnoses that might be considered in light of the case history of Alice 
Siegel
The diagnoses considered in the present report use predominantly DSM-IV 
classifications, w ith the ICD-lO-based equivalent briefly outlined too.
Substance-related disorders
From  initial experim entation with alcohol and street drugs at the age of 13 years, 
Alice went on to become “a frequent user of these drugs” and it was around this 
period that the first indications of her behavioural and emotional difficulties 
emerged. Nine years la ter it seems tha t she rem ains a t least an ‘occasional’ user of 
Illegal street drugs as she had been receiving these from  friends who had visited her 
in hospital. Although the specific drugs are not named, and it is possible that she used 
a variety  of drugs, it is known that she experienced perceptual changes and clinically 
significant m aladaptive changes - vivid visual hallucinations and strong feelings of 
paranoia respectively - after taking them  in  her early teens. These experiences are 
consistent w ith the diagnostic criteria for DSM-IV 292.89, Hallucinogen Intoxication, 
and a num ber of the descriptions given in the case m aterial make th is diagnosis more 
probable.
The episodic nature of Alice’s symptoms suggest tha t they could have developed 
during, or shortly after, hallucinogen use. This would perhaps contraindicate the 
presence of a substance-dependence disorder, as would the fact tha t despite her 
difficulties, she has progressed through the education system and is presently a 
college student. The perceptual changes evident in Alice’s symptoms could also 
indicate the presence of hallucinogen intoxication. In particu lar feeling detached 
from her body (depersonalisation) and feeling unreal and dissociated from her 
surroundings (derealization). These were initially  experienced under the mfluence of 
drugs and were also linked to the se lf harm ing action of cutting herself. It seems that 
the instances of im paired social functioning -  particu larly  those referred to in 
connection w ith her court case -  were more likely to occur when Alice was under the 
influence of drugs. These included being an accessory to car theft, expressing 
impulsive outbursts of anger, engaging in prom iscuous sexual activities from the age 
of 15 years, and deterioration in her academic functioning.
The apparent lack of success of either psychotherapy o r medication in controlling her 
symptoms could be accounted for by their interaction w ith ongoing drug use. Sadock 
& Sadock (2001) note that “underlying substance use is often present when psychiatric
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disorders do not respond to usual treatm ents” (p.79), and they also stress the frequent 
association between substance abuse and personality disorders. Although Alice did 
not present w ith prim ary substance use disorder and there are a num ber of other 
descriptions in the case m aterial tha t are more consistent w ith a personality disorder 
diagnosis -  tha t is, an enduring pattern of pervasive and inflexible inner experiences 
and behaviours (DSM-IV p. 629) - it would seem tha t drug use may be an im portant 
variable in the m aintenance of her difficulties.
P erso n a lity  D iso rders
The DSM-IV lists 9 diagnostic criteria  for Borderline Personality Disorder (code 
301.83) and states that 5 or more should be met, by early adulthood, for this diagnosis 
to be indicated. It would seem from the case m aterial tha t a num ber of the criteria are 
met:
Criterion (1): “frantic efforts to avoid real or imagined abandonm ent” (p.654). It 
seems tha t Alice’s disclosure about her drug related activities during her current 
period of hospitalisation may have been p art of an  effort to avoid imagined 
abandonm ent by staff members. Rather than  m alingering, as several staff members 
had concluded, the open self-harm behaviour which followed this disclosure may have 
been a frantic effort to prolong her stay in hospital and thus avoid the abandonment 
associated w ith her discharge and the ending of treatm ent.
A num ber of events outlined in Alice’s social h istory could also be interpreted as 
frantic attem pts to avoid real or imagined abandonm ent. From  the age of around six 
years, when Alice’s biological father left and in a real sense, abandoned her, she 
developed a fantasy in which her parents were reunited  and perhaps the hope she 
invested in this was a frantic effort to avoid the reality  of her father’s actions. In 
addition there was her inability to refuse participation in the sexually abusive 
encounters w ith her older step-brother between the ages of 13 and 15 years and her 
inability to leave her peer group or avoid those whose sexual activities were 
particularly  troubling to her. In speaking out about the abuse she may have risked 
abandonm ent by her friends as her step-brother had threatened  to tell them  that she 
was a “s lu t” and, moreover, abandonment by her mother. Alice had wondered if she 
had had something to do w ith her biological paren ts’ divorce; her m other had readily 
changed their names to Siegal, indicating her apparent commitment to her new 
husband. If she disclosed the abuse, her m other m ay have seen it as an attempt to 
sabotage her new m arriage and may have abandoned Alice in  favour of her husband.
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If her mother supported her and left the husband, then Alice’s fears about her role in 
her biological parents’ divorce could intensify, along with the painful reality of her 
own father’s abandonm ent of her. In a sim ilar way, ra th e r than spending time alone 
and risking the possibility of abandonm ent anxiety, she opted to rem ain in ‘troubling 
relationships’ w ith peers and sexual partners.
Criterion (2): “a pattern of unstable and intense interpersonal relationships
characterized by alternating between extremes of idealization and devaluation” 
(p.654). Alice’s social history suggests that from early adolescence onwards, she had 
brief, sexually motivated (perhaps not on her part) relationships w ith men and women 
and latterly  it seems that “stressful interpersonal events, such as breaking up with a 
boyfriend” characterize her way of being and are associated w ith subsequent 
hospitalizations. Idealization followed by devaluation seems to have characterised a 
num ber of her interpersonal relationships. When she was confronted by a member of 
staff - someone with whom she felt she had a special relationship -  this led her to feel 
betrayed and to devalue them  by angrily accusing them  of being “just like the rest of 
them ”. She had idealized and fantasized about m arrying a fellow patient but when he 
was discharged and severed contact w ith her, Alice made threats of suicide.
C riterion (3): “identity disturbance: m arkedly and persistently unstable self-image or 
sense of self “(p.654). Alice's changing roles in  childhood/adolescence - from a 
caretaker role at a very early age to a more childlike role again when her mother 
rem arried  - together w ith her stance of ‘therap ist’ w hilst in hospital, suggests some 
instability in her self-image. The oscillation between her sense of self as childish and 
dependent and her sense of self as caretaker is also evident in the shift between her 
self-harming and ‘rescuing’ type roles; her affective instability; and the splitting 
evident between members of her treatm ent team.
Criterion (4): “im pulsivity in a t least two areas tha t are potentially self-damaging” 
(p.654). By the age of 16 years old, Alice had been abusing alcohol and street drugs, 
was engaging in promiscuous, sadomasochistic sexual activity and had been 
prosecuted following a ‘cruising’ episode in a stolen car. Im pulsivity and the potential 
for self-damage would seem an inherent feature of these activities. Self-damage could 
resu lt from any or aU of the following: alcohol/drug overdoses; contaminated street 
drugs; the increased likelihood of sexually transm itted  diseases, unwanted pregnancy 
associated with promiscuity, and the risks involved in travelling in stolen cars e.g the
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increased likelihood of crashing due to excessive use of speed, or the driver may be 
under the mfluence of alcohol, drugs etc.
Criterion (5): “recurren t suicidal behaviour, gestures, or threats, or self-mutilating 
behaviour” (p.654). These rem ain as prim ary  presenting symptoms of Alice’s 
difficulties and her threats and /o r self-mutüation have led to a num ber of 
hospitalizations in the recent past. Since the age of around 13 years, she has engaged 
in the practice of cutting herself in order to feel real during episodes of 
depersonalisation and derealization. Although initially  th is response seemed to be as 
a result of drug taking, Alice has also experienced non drug induced 
depersonalisation and derealization leading to cutting behaviour. In particular, she 
cut herself and threatened suicide when the relationship with the male patient she 
idealized ended when he was discharged. Sim ilarly she experienced these feelings 
and cut her w rists w hen her own discharge became im inent.
Criterion (6): “affective instability  due to a m arked reactivity of mood” (p.654). 
“Affect storm s” (Sadock & Sadock, 2001, p. 249) are  evident from the case material. 
Alice moved from angry denial of her self-destructive behaviours to tears over her 
concerns for her college career during her last adm ission interview.
C riterion (7): “chronic feelings of em ptiness” (p.654). On her first hospital admission 
around the age of 16 years, Alice vacillated between outbursts of anger and feelings of 
emptiness. Perhaps not unconnectedly, during h er first experiences of feeling unreal, 
she experienced herself as ghostlike and transparent, both images suggesting a lack of 
substance or emptiness.
Criterion (8): “inappropriate, intense anger or difficulty controlling anger” (p.654). It 
seemed tha t Alice had increasingly dem onstrated a tendency towards impulsive 
outbursts of anger at a level inappropriate to the situation. For example, protesting 
loudly and using obscene and abusive language when her bag was searched in  a 
routine way on arrival for her most recent psychiatric stay. Inspite of subsequent 
feelings of guilt, she had been unable to control h e r anger in such situations.
Criterion (9): “transient, stress-related paranoid ideation or severe dissociative 
symptom s” (p.654). It seems tha t a num ber of hospitalisations were precipitated by 
stressful interpersonal events. These often resulted in real or imagined fears of 
abandonm ent and precipitated severe dissociative symptoms. As the stays were 
relatively brief (two to four weeks), the symptoms m ay have appeared to be transien t
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in nature. However, given the high frequency of her admissions (eight admissions in 
seven years), it also seemed that she was “always in crisis” (Sadock & Sadock, 2001, 
p.249) - another feature consistent w ith th is criterion.
The ICD-10 (code: F60.31) Emotionally Unstable Personality D isorder [borderline 
type] classification also sets out a num ber of sim ilar criteria  which are met using the 
information given in the case material. Thus this diagnosis could also be offered in 
this case.
The characteristic features of Alice’s difficulties, as presented in the case m aterial, 
allow for differential diagnosis between other personality disorders which share 
certain features of Borderline Personality Disorder. The often self-destructive 
maladaptive behaviours she has displayed and the ir association w ith interpersonal 
dynamics would seem to contraindicate the presence of H istrionic Personality 
Disorder, Paranoid Personality Disorder or N arcissistic Personality Disorder. Her 
reaction to abandonm ent concerns, characterised by feelings of emptiness and rage, 
and her pattern of unstable relationships contraindicate a diagnosis of Dependent 
Personality Disorder. The m anipulative behaviour directed at gaining the concern of 
others ra ther than a t m aterial gratification would also seem to contraindicate the 
diagnosis of Antisocial Personality Disorder. The transient, possibly drug-mediated 
nature of her more paranoid symptoms contraindicates the diagnosis of Schizotypal 
Personality Disorder (DSM-IV, 1994, p.653) and the exclusive nature of Alice’s 
dissociative symptoms (occuring only during the course of BPD) contraindicates the 
presence of Depersonalisation Disorder (DSM-IV, Axis I) and are not sufficient to fulfil 
the criteria  indicative of a diagnosis of Schizophrenia or other Psychotic Disorders 
(DSM-IV, Axis I). Although Alice’s participation in sadomasochistic sexual activities 
caused her significant distress, it seems tha t th is is due to her inability to refuse 
participation in such activities ra ther than distress at “ ...recurrent, intense sexually 
arousing fantasies, sexual urges, or behaviors ...” (DSM-IV, 1994, p.529 & p.530, codes 
302.83 Sexual Masochism & 302.84 Sexual Sadism respectively) thus contraindicating 
diagnoses w ithin these Axis I Sexual and Gender Identity Disorders.
Although Borderline Personality Disorder can be mimicked during an episode of 
Mood Disorder (DSM-IV, Axis I), the case m aterial provided more than  a cross- 
sectional presentation of th is case and the early onset and long-standing nature of 
Alice’s difficulties was best accounted for by a diagnosis of BPD.
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Further information and assessments desirable in this case
1. To investigate the possibility of comorbidity between a substance-related 
disorder and BPD. Sadock & Sadock (2001) note tha t substance abuse is often 
associated with BPD and that “psychiatric conditions are difficult to evaluate 
properly in the presence of ongoing substance abuse, which itself causes 
symptoms” (p.79). A Clinical assessm ent/interview , possibly incorporating 
information from other sources such as family members and other team  
members involved in her case, would be useful in  establishing the extent of 
Alice’s current drug taking behaviour.
2. The use of psychological testing to support (or otherwise) the diagnosis of BPD. 
Although Alice was given a battery  of psychological tests at the age of around 13 
years, it would be useful to repeat these w ith her now as a young adult. 
Stoudemire (1998) outlines the following tests as useful in the diagnosis of BPD:
• Wechsler Adult Intelligence Scale-Third Edition (WAIS-III): If, as her previous
score on the child version of the test and her curren t student status suggest, 
Alice is found to be ‘extremely intelligent’ and both Verbal and Performance IQ 
scores are high, depression would be contraindicated.
• Rorschach Inkblot Test: Testing under drug-free conditions would allow for
further assessment for depression and suicide potential. Information about 
intrapsychic conflicts, predom inant defenses (like the ‘prim itive splitting’ 
characteristic of BPD), and patterns of interpersonal relationships can be 
obtained from the systematic analysis of Rorschach content m aterial.
• Them atic Apperception Test (TAT): To fu rther investigate Alice’s personality
dynamics as they appear w ithin interpersonal relationships.
• Minnesota M ultiphasic Personality Inventory-2 (MMPI-2): To investigate Alice’s
own assessm ent of her difficulties (response style indices) and the emerging 
clinical profiles could be interpretively useful in establishing a diagnosis which 
best accounts for these difficulties.
Perhaps most im portantly though, I would like to meet w ith Alice so that we might 
together “negotiate the meaning of [her] madness and m isery in a way tha t 
sensitively places [her] behaviour and experience in its biographical and social 
context” (Pilgrim, 2000, p. 304).
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PsychD Psychotherapeutic & Counselling Psychology 
PSYCHOPATHOLOGY
Attached is a case history.
♦ -
Wi& reference to the standard psyciatric classificatory schemes (eg DSM W  and ICD 10) discuss the 
various possible diagnoses that might be considered in this case.
From the case material, outline the most likely diagnosis and say why you think the client fits into that 
particular category.
Also include a brief discussion of any further information or assessments that you might think necessary 
in this instance.
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First-year placement: An NHS Primary Care Counselling 
Psychology Service
January 2000 -  A ugust 2000
The placement context was a large South London M ental Health NHS Trust. The 
specific setting was a Community Clinic which served a large, demographicaUy 
diverse population, in  a prim ary care capacity. A counselling psychologist, working 
largely independently, took referrals directly from GP practises and offered 
individual adult clients (aged between sixteen and sixty-five years) b rief therapy (ten 
to twelve weekly sessions on average). The kinds of psychological diSiculties that 
clients were referred for ranged from mild to moderate. After an in itia l assessment, 
clients were seen at the clinic or referred on to other sources of psychological therapy 
w ithin  the trust.
I moved from observing my supervisor conducting assessm ent sessions, through joint 
assessm ents w ith my supervisor, to conducting my own assessm ents and referring 
clients on or seeing them  myself for therapeutic work. Although my supervisor was 
keen to facilitate the development of my integrative perspective, he took a 
psychodynamic stance to his own therapeutic and supervisory work.
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Second-year placement: A University Student Counselling Centre
September 2000  -  Septem ber 2001
The context of my second year placement was a large university  in the South East of 
England, w ithin the on-campus student counselling centre. There were five 
perm anent therapeutic practitioners and four practitioners-in-training (including 
myself) from different train ing organisations based at the centre.
An ‘open door’ policy for students of the university  was adopted and the m ajority of 
clients were self-referred, although some were referred by academ ic/personal tutors 
or by medical staff at the health centre. P ractitioners worked in a flexible way and 
those in  tra in ing  were encouraged to meet w ith clients for longer term  work (over the 
duration of the placement), if this was considered appropriate. Referral to secondary 
level therapeutic services was done via the General Practitioners at the health centre 
if required.
Initially I met with clients who had been assessed and considered suitable for me by 
one of the perm anent practitioners. I then  progressed to conducting my own 
assessm ents and working therapeutically w ith clients to the point of closure. 
Individual supervision was provided on a weekly basis and my supervisor worked 
from  a psychodynamic (Kleinian) stance. O ther responsibilities included attendance 
at a bi-weekly group supervision/team  meeting; occasional client and topic 
presentations at the meeting; and attendance a t relevant university-wide meetings.
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Third-year placement: A Community Mental Health Team
September 2001 -  Septem ber 2002
My third-year placement was within a Community M ental Health Team (CMHT) of a 
large NHS T rust in the South East of England. An adult client group (aged between 
sixteen and sixty-five years) was served by a m ulti-disciplinary team  of professionals 
comprising a consultant psychiatrist, a chartered  counselling psychologist,, 
community psychiatric nurses, senior house officers, approved social workers, an 
assertive outreach worker, an occupational therap ist and community support 
workers.
The team  co-ordinated a range of mental health  and social care resources for 
individuals experiencing mild to severe difficulties, following referral by the ir GP or 
other health and social care professional. Care was delivered in a  num ber of locations 
including the CMHT base (aH my therapeutic w ork w ith  clients was done here), the 
hospital departm ent of psychiatry, community therapy centres and in clients' own 
homes.
My responsibilities included the delivery of psychological therapy to individual 
clients from  the point of assessment to closure, participation in weekly review 
meetings and occasional attendance at w ard rounds. The team ’s chartered 
counselling psychologist provided weekly supervision sessions informed by cognitive- 
behavioural/ integrative approaches to therapy.
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Final Clinical Paper: A personal jonmey towards integrative therapeutic
practice
Introduction
“[DJifficulty is no excuse fo r  surrender. There is a sense in, which the
unattainable is the best goal to pursue” (Miller, 1969, p. 28).
George A. M iller’s presidential address to the A m erican Psychological Association in 
1969 referred to the struggle to advance psychology as a means of promoting hum an 
welfare. He recommended ‘giving psychology aw ay’, ra ther than  m aintaining an 
illusion tha t psychologists are experts w ith knowledge and power tha t is not 
accessible to the non-psychologist. 1 support th is stance and in ‘taking in ’ w hat I can 
from psychological theory and research, one of my overriding aims has been to 
develop ways of ‘giving it away’ again w ithin m y therapeutic practice. That is not to 
say tha t I see therapy as simply a process of explicit psychoeducation (although this 
has been appropriate a t times), rather, I see it as a ‘giving away’ in the sense tha t 
one’s psychological understanding informs and structures the interaction w ith the 
client, assists in the construction of a form ulation, addresses the issues and concerns 
tha t the client brings and facilitates a move tow ards some sort of resolution for the 
client. This paper gives an overview of my journey as a trainee counselling 
psychologist and describes in detail some of my attem pts to meet these aims.
The train ing  pathway of counseUtng psychologists has been set w ithin a framework of 
established features. These so called ‘cardinal elem ents’ of graduate trainings include 
“theory [ ], basic foundational skills, personal development, graded experiences of 
practice, research skills, consultation skills and psychoeducational skills’’ (Farrell, 
1996, p. 589. See also Aveline, 1990, pp. • 326-335). Indeed, the Psych D in 
Psychotherapeutic and Counselling Psychology at the University of Surrey has its 
own structure to reflect these cardinal elements. Theoretically, the three year course 
is broadly structured to encompass hum anistic (year one), psychodynamic (year two) 
and cognitive-behavioural (year three) paradigm s. My clinical placements largely 
reflected th is sequential movement through the above paradigms, although the 
particu lar stances of individual placement-based supervisors foregrounded particular 
paradigm s over others -  psychodynam ic/hum anistic, psychodynamic, and cognitive- 
behavioural/integrative respectively. As a resu lt I have been exposed to a range of 
new resources and been asked to develop those I already had. This has demanded a 
high level of self-reflection and reflexivity, and these two processes have allowed me
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to begin to fashion an integrated approach to counselling psychology practice. They 
have also continually rem inded me that the sorts of concerns and dilemmas that 
clients bring to therapy are  just as relevant for me as they are for the client.
The paper begins by outlining some of the cu rren t discourses in counselling 
psychology tha t have shaped my journey. I then focus on specific clinical experiences 
that I believe represent significant moments in my movement towards integrative 
practice. It will be seen that these moments emerge in  response to w hat Aveline (1990) 
refers to as the fundam ental practical question: “W hat are the implications of this 
theory or portrayal of life for my practice in  my w orking environm ent with the 
[clients] that I [meet with]?” (p. 329, original emphasis).
What is integration?
There is no one generally agreed response to th is question. Indeed, many possible 
interpretations of the word ‘integration’ exist in  the practice of counselling 
psychology (see box 1). FarreU (1996) has suggested tha t “d e p e n d in g  on the setting,
Box 1: Possible interpretations of ‘integration’ in the practice of counselling
psychology (adapted from a list presented by A nthony Bateman, 1999).
1. The sequential use of different therapeutic approaches.
2. A combination of psychotherapy and pharm acotherapy.
3. The use of a common language tha t characterises both theory and practice.
4. The use of ‘hybrid’ therapies such as Cognitive Analytic Therapy (CAT) and 
Interpersonal Therapy (IPT).
5. The flexible use of ‘brand-nam e’ therapies in practice (for example. Humanistic, 
Psychodynamic, Cognitive-Behavioural).
6. The dem onstration of research skills as well as therapeutic skills, as embodied in  
the following models:
• Scientist-practitioner
• Practitioner-scientist
• Evidence based practice
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[integration] may require the dem onstration of a personally integrated approach, with 
due acknowledgement of the range of accepted wisdom that can be based on theory, 
practice or research, or ra ther just the capacity to be proficient in two or more 
approaches” (p. 588). However, there is an im plicit assum ption that counselling 
psychologists will be capable of integrative practice (Farrell, 1996). Although I am 
aware of the challenge tha t practitioners who have trained  exclusively in one of the 
three core models taught on the course might raise, I believe tha t I know what it is 
like to work hum anistically, psychodynamicaUy and cognitive-behaviouraUy with 
clients. This points to w hat Yager (1977) called enlightened eclecticism (reflecting 5 in 
the list below), where the practitioner brings m ultiple theoretical perspectives to a 
single clinical situation and from those perspectives, techniques are  selected which 
best meet the client’s needs. According to Norcross and Grencavage (1990), the 
process of
integration includes the blending or combining of different approaches or parts of 
approaches at a largely theoretical level in order to create som ething new, something 
more than the sum  of its constituent parts (reflecting 4 in the list above). In a review 
of the ‘eclecticism versus integration’ debate, Hollanders (2000) concluded that the two 
are not as different as they may appear -  the eclectic has to put together what has been 
selected out while the integrationist has first to select out the elements to be blended 
together. In the face of these multiple stances to integration I felt confused and the 
challenge has been to craft my own definition of integration. In the sections that 
follow I examine the theoretical and experiential variables th a t have been most 
influential in th is process and leave the exposition of my curren t w orking definition 
until the very end of the paper.
The importance of the therapeutic relationship in counselling psychology
My nervousness in the first weeks of the course intensified w hen 1 learned that the 
“the bulk of research points to the fact that the most im portant factor in effective 
psychotherapeutic work is the relationship between the client and the psychologist" 
(Clarkson, 1995, p. viii). Furtherm ore, as Aveline (1990) noted, the poor correlation 
between training and effectiveness m therapy may be a function of the im portance of 
“pre-existing personality factors such as decency, a respectful, em pathie concern with 
others, neutrality, persistence and optim ism ” (p. 321). I hence came to ask myself 
“w hat sort of person am I?” and increasingly, I learned how im portant good clinical 
supervision and my own personal therapy were in th is aw areness-raising process.
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The importance given to the therapeutic relationship has grown steadily over the past 
twenty-five years or so and increasingly, it has been offered as a framework for the 
integration of different and competing approaches to therapeutic practice. Dryden 
(1990) developed Bordin’s (1979) ideas - around the core components of bonds, goals 
and tasks in the therapeutic alliance -  to produce a skeleton framework for the 
comparison of eleven different approaches to individual therapy. The conclusion 
reached was that aU the therapies seek to “facilitate awareness, understanding and 
behaviour change” (Dryden, 1990, p. 278, original emphasis), but they differ in the 
em phasis they give to each aim and in  how they pursue them. Khan (1991) proposed a 
fram ework for conducting the therapeutic relationship that integrates concern for the 
hum an aspect of the client’s experience (hum anistic element, after Rogers and Kohut) 
w ith belief in the power of the unconscious and the im portance of transference 
phenom ena (psychoanalytic, after Freud and GUI). Clarkson's (1995) five-relationship 
model -  a development of Gelso and C arter’s (1985) original conceptualisation - 
provides an overarching framework w ithin which m any different “values, paradigms, 
understandings and techniques can be integrated in  a coherent and systematic form 
for different clients” (Clarkson, 1996, p. 262).
It is noticeable tha t approaches not traditionally known for foregrounding the client- 
therap ist relationship -  for example, cognitive-behavioural therapy (CBT) -  are also 
increasingly recognising its im portance to successful outcomes (Safran and Segal, 
1990; Sanders and Wills, 1999; Wills and Sanders, 1997). Indeed, Safran (1990a; 1990b) 
argued that technical and relationship factors in  the therapeutic change process are 
inseparable -  “every cognitive intervention inevitably impacts on the therapeutic 
relationship” and “any ‘relationship act’ is ultim ately a cognitive intervention” 
(Safran, 1990b, p. 119). Somewhat similarly, schema-focused approaches (Padesky, 
1994; Young, 1994), propose tha t the therapeutic relationship itself is an im portant 
arena iu which complex difficulties can be observed and worked w ith  from a cognitive 
perspective. •
I have been very aware of the importance of the therapeutic relationship in my own 
practice too and as a result, looked for evidence of the ‘basic’ relational factors tha t 
could explain any kind of therapy. However, attem pts w ithin research to pinpoint the 
shared interpersonal factors common to all forms of therapy tha t are linked to 
therapeutic success (Horvath and Luborsky, 1993) have been problematic. Hence, 1 
was draw n to ask the questions “what is the m ost appropriate research paradigm for 
counselling psychology?”
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The scientist-practitioner model in counselling psychology
Many have argued tha t the scientist-practitioner model and the pursuit of an 
em pirical research base m ust rem ain  at the core of tra in ing  and practice if 
counselling psychology is to continue to develop as a credible discipline (e.g., 
Barkham, 1990; McLeod, 1994; Woolfe, 1996). Woolfe (1996) adds that the way to do 
th is is for counselling psychologists to occupy a pivotal position between positivist 
and interpretivist research paradigms. However, others caution tha t such an 
‘uncertain identity’ w ül not help counselling psychology to advance as a profession 
(SpineUi, 2001). In order to distinguish itseif from  those already existing professions 
in  psychology and psychotherapy, counselling psychology m ust first “clarify just 
w hat kind of notion o f ‘scientist-practitioner’ it adopts, espouses and seeks to develop” 
(SpineUi, 2001, p. 11). SpineUi notes tha t the sort of knowledge tha t is already helping 
us in our understanding of the therapeutic relationship derives from  “a qualitatively- 
based form of analysis which is unavaUable to N atural Science methodologies” (p. 8). 
Thus, the notion of a /zz/TTzan-scientist-practitioner is emerging as the most 
appropriate stance - where respect for the personal, subjective experience of the client 
is emphasized and where the pu rsu it of innovative, phenomenological methods for 
understanding hum an experience is encouraged (Division of CounseUing Psychology, 
1998).
As a student I have been required to address the chaUenges arising from the advocacy 
of hum an science and 1 have welcomed the opportunity to question the 
appropriateness of natura l science methodologies for counseUing psychology (Monk, 
2000; Monk, 2001), in a weU supported environm ent. However, as a trainee 
practitioner, particularly in the National Health Service (NHS), I have been very 
aw are of the contextual constraints placed on counseUing psychologists. Long waiting 
lists, the dominance of positivistic paradigm s and organisational demands for 
accountabUity can overwhelm even the most wiUing hum an scientist. Holmes (2000) 
argues that psychotherapy may have to compromise its core values if it is to play an 
influential role in m ainstream , publicly funded m ental health care. The possible 
rew ards include psychotherapeuticaUy-informed psychiatry and the chance to take 
p art in an integrative revolution (Holmes, 2000). Thus, hum an scientists first wUling 
to enter NHS Troy in the wooden horse of cu rren t evidence-based practice may 
eventuaUy be able to burst out and force a re-exam ination of old paradigms. This is 
indeed an exciting prospect for any fledgling counseUing psychologist heading for the 
NHS.
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The impact of particu lar contextual features on my development as a practitioner too, 
will be evident in the following sections. Here, I present descriptions of particular 
experiences in m y , work w ith individual clients that exemplify the kinds of 
‘significant moments’ that have shaped my practice over the three years of the 
course. Details of individual clients in all instances have been changed in order to 
protect the ir anonymity.
Year one
My first placement was w ithin an NHS prim ary care service, providing brief 
psychodynamic therapy (on average twelve, weekly sessions) to adults referred by 
th e ir General P ractitioner (GP). My supervisor was a psychodynamic practitioner 
and the style of supervision reflected th is approach.
Particu lar psychological understandings th is year helped me to develop a way of 
being w ith clients in the room and to structu re the therapeutic encounter. My focus 
was very much on trying to establish a strong therapeutic relationship and a safe, 
containing space in which clients could explore the things tha t were concerning them. 
Rogers’ (1957) non-directive, person-centred approach fitted w ith th is aim  and I sought 
to move futher along the continua associated w ith each of the core conditions - 
towards greater genuineness, empathy, and unconditional positive regard. The idea 
of the therapeutic frame as a way of structu ring  the setting in a clear and boundaried 
way (Milner, 1952) provided me w ith a rationale for structuring  the interaction in  a 
particular, rule-governed way and it also provided a way of addressing the issues and 
concerns of clients from a psychodynamic perspective (Gray, 1994; Langs, 1998; 
Smith, 1999).
One example of how these understandings informed my practice is in my work w ith 
Ms T, a 43 year-old woman referred by her GP following experiences of panic attacks 
and generalised anxiety. She had been assessed by my supervisor and they had met 
for th ree sessions before he referred her to me and, at the same time, referred her for 
subsequent long term  psychotherapy w ithin the NHS.
Ms T described herself as someone who found it difficult to be assertive or reveal her 
true  feelings in relationships w ith others, for fear of being abandoned by them. For 
my own train ing  purposes, I had asked her if  our sessions could be tape-recorded. 
Although she had agreed w ith no hesitation, saying tha t she knew it would be 
beneficial for me, her subsequent narratives were characterised by frequent
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references to encounters w ith people who had asked her to do things which she found 
difficult to say no to, for fear of offending them. I hypothesised tha t the disruptions to 
the therapeutic frame from the taping could have underm ined our relationship and 
indeed, it seemed that her anxieties were not being contained by me w ithin a safe 
therapeutic space as she continued to refer to her need for “the righ t help”. Keen to 
give her ‘the right help’ and for that to be evident in the tape recordings (so I could be 
heard to be doing well), my own anxiety levels began to rise and I wanted to do more to 
help.
About halfway through the therapy Ms T received her psychotherapy assessm ent 
appointm ent and when discussing her concerns about it w ith me, she pointed to the 
tape recorder and said “they wont have one of those wül they?”. This allowed us to 
explore directly her previously unreported concerns about exactly how my tapes 
would be used, who would listen  to them  and how the presence of the tape recorder 
may have impacted on our relationship. D uring the same session, Ms T asked about 
the therapist who would be conducting the assessment. I replied tha t I knew very 
little about her, other than  of her position as the head of the psychotherapy 
department. To this Ms T said “well at least she’ll know w hat she’s talking about, 
being the head of the place”. This proved a very useful way in to an exploration of 
o ther concerns that she had not been able to raise previously - my train ing  status and 
the lack of progress she had made up to tha t point. I did not try  to reassure her, but 
accepted her anxiety as valid. In this way we seemed to have made a connection on a 
more emotional level and subsequently, our meetings were characterised by greater 
relational depth (Mearns, 1996). She acknowledged interpretations which linked 
together the themes in  her narratives, breaks in  the fram e and faüures in her early 
experience and, as her reported self understanding increased, her reported anxiety 
level decreased.
In term s of my developing integrative practice, my work w ith Ms T reflected the 
integration of hum anistic and psychoanalytic principles w ithin  the therapeutic 
relationship as proposed by Kahn (1991). That is, I had aspired to be genuine, 
respectful and affirming of Ms T’s reality  w hüst also attem pting to bring to the 
surface one of the more buried principles tha t governed her life (i.e., don't report your 
anxieties and concerns about and to a person if they are also playing a caring role for 
you) (Kahn, 1991, p. 176). Perhaps somewhat paradoxically, it also illustrated the 
usefulness of ‘sticking it out’ with one approach. When I found m yself w anting to do 
more to help Ms T, I went to the literatu re  and found th a t cognitive-behavioural
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therapy is regarded by some to be perhaps the most useful approach for anxiety 
disorders (Roth and Fonagy, 1996) and I asked my supervisor if I could ‘try  it out’. 
However, following the exploration of my own anxieties (about my trainee status, the 
requirem ent to tape sessions and the apparent ineffectiveness of my approach) with 
my supervisor (a relationship I felt to be very containing), I was better able to accept 
and work with Ms T’s concerns w ithout resorting to the more active strategies 
associated w ith CBT. Throughout supervision th is year, when I was tempted to take a 
stance of omnipotence, my supervisor challenged me and 1 learned my own meaning 
for the phrase tha t therapy is about “two hum an beings struggling to m aintain a 
relationship in the face of love, hate, disappointm ent and disillusionm ent” (Gray, 
1994). I continue to rem ind myself of this experience -  often.
Year Two
I reasoned tha t the strong psychodynamic stance taken by my first year supervisor 
would prepare me well for my ‘official psychodynamic year’ to be spent in a 
university  student counselling centre and I was looking forward to developing my 
ability to work w ith transference phenomena. My way of working in the first year 
had been quite rule-governed and I was keen to develop my capacities for ‘free- 
floating’ attention (Sandler, 1992) and w orking ‘w ithout memory and desire’ (Bion, 
1967), in  order to be more present w ith and for the client. Although I did make 
progress towards these aims, I also became very  aw are of the contextualized nature of 
clients’ difficulties and the power of organisational dynamics to influence the 
therapeutic process. Psychodynamic ideas around projective identification processes 
in institutions (Moylan, 1992; Menzies Lyth, 1990) helped me to make sense of 
experiences that seemed to appear in parallel -  in clients, in me and in  the 
organisational context -  and ultimately, to w ork m ore successfully w ith clients.
My university  working environm ent this year m eant tha t I was now a trainee 
practitioner in a context where my student identity was also foregrounded. Not 
surprisingly, many of the issues tha t clients brought resonated very closely w ith my 
own. There was also the reality of organisational change. Existing leaders m  both my 
course and placement contexts had resigned during my first year and the two 
organisations were in the process of establishing themselves under new leadership 
stances. Perhaps not unconnectedly, the most strik ing  parallel processes concerned 
issues of capability and performance. My work w ith Ms L illustrates how it was 
necessary to go beyond the therapist-client relationship in order to adequately 
understand and resolve difficulties.
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A th irty  year old postgraduate student, Ms L presented at the centre after she had had 
to leave one exam ination early and been unable to sit another due to extreme anxiety 
which seemed to be linked to a fear of failufe. Her im mediate response had been to 
seek the support of her tutors. She had hoped th a t in light of her excellent 
performance to date and the severity of her symptoms (for which she had been 
medically treated w ith sedatives at the time), she would be offered an alternative 
mode of assessment. However, this was not possible and she was advised by her 
tutors to seek medical and /o r psychological help.
From  a psychodynamic stance, it seemed tha t reflected in Ms L’s current way of 
coping was a much earlier strategy which had helped her to deal with her m other’s 
unpredictable but frequently hum iliating and punitive treatm ent of her as a child. To 
buffer herself, she would seek the support of a favoured aunt who was generally 
willing to challenge her m other’s responses directly, saying that she was only a child 
and did not deserve to be treated so harshly. In th is way Ms L was protected from the 
painful reality of her m other’s treatm ent of her, bu t a t the same time was prevented 
from developing her own ability to manage the anxiety it produced in  her. It seemed 
that the examinations, w ith their potential to hum iliate her if  she failed them, 
resonated w ith these early experiences w ith her m other and she was desperate for 
help in managing the ensuing anxiety.
Ms L and I met on a weekly basis over a nine m onth period. The therapy was 
characterised by periods of exploration of the possible links between Ms L’s current 
life situation, her early experiences and the transference relationship (Malan, 1979; 
Menninger, 1958), interspersed with episodes of crisis, usually related to impending 
examinations. On one such occasion she reported a dream  in which she had come to 
the session and shouted and screamed at me to teU her why this was happening to her. 
In the room with us was one of her course m ates who was struggling to stay on the 
course. He was simply observing what was going on, “as if he was learning from it”, 
and she had felt particularly uncomfortable because he was w itnessing her distress - 
someone who appeared to be so successful.
My interpretations of the dream  centred around the possibility of her very real 
frustration  with me. I had attempted to contain her anxiety and allow space for her 
vulnerability ra ther than working w ith her to reduce or to take control of it, perhaps 
by using more cognitive-behavioural techniques. I also noted the contrast between 
my apparent unwillingness to take direct action to help her and her aun t’s w illing
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support of her as a child. Ms L agreed tha t she needed to know tha t people were “on 
her side” and preferably for them  to take action in order to protect her from distress, 
especially distress resulting from her fear of “not being good enough”. Although I 
seemed to be able to make accurate interpretations in this way and Ms L said that she 
felt more able to manage her anxiety following such ‘crisis sessions’, I felt more like 
her course mate in the dream  -  in  training, ju st sitting there w atching her experience 
these awful feelings and doing nothing. To my mind, she had given me a very accurate 
interpretation too. I had also had good reason to th ink  that I m ight not pass my 
second year. When the first clients referred to me did not stay, my supervisor quickly 
became concerned. Her response was to offer me more and more supervision and my 
response was to feel less and less able. When I also failed an im portant clinical 
assignment, the likelihood of having to repeat the year increased. At one level I felt 
furious and unjustly treated and at another level, petrified by my capacity for failure. 
Ultimately, however, th is was an invaluable learning experience for me for a num ber 
of reasons.
Firstly, the way I was feeling about myself m irrored the way Ms L was feeling about 
herself. My reading of Ogden’s (1992) ideas on projective identification led me to 
consider the possibility tha t unconsciously, Ms L was giving me her unbearable and 
split off anxiety to manage. Coupled with my own anxiety, this was too much and I 
was left feeling overwhelmed and unable to re tu rn  Ms L’s projections in a more 
manageable form (Ogden, 1992). Feeling unable to reveal my ‘failure’ to my 
supervisor, perhaps I too could only communicate my distress unconsciously through 
a sim ilar process. This seemed to reflect Menzies Lyth’s (1990) findings that w ithin 
social institutions, defenses develop “to deal w ith anxiety-provoking content and w ith 
the difficulties in collaborating to accomplish a common task” (p. 464). Among these 
defenses is the projection of one’s capacities upwards, “along w ith an expectation tha t 
one’s superiors will take over one’s responsibilities, so that anxiety about one’s 
capacity to do one’s job properly is relieved” (p. 467). However, two im portant 
processes allowed the problem to be tackled in  a direct and appropriate way -  my own 
personal therapy and the mid-placement visit.
Work in my own therapy centred around the identification of w hat was my anxiety 
and w hat might be the result of projection systems -  from  Ms L and /or from the 
context I was in. It was also about recognising the sim ilarities between myself and Ms 
L, but also acknowledging the significant differences too. This process allowed me to 
bracket off my own issues more successfully and thus be more available in the room
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with and for Ms L, in order to work on her issues. The mid-placement visit allowed me 
to reveal my anxieties about my ‘performance’ to date and about my relationship with 
my supervisor in a space that I felt to be safe and containing. Part of this process 
involved me facing the painful reality  that I was failing in some aspects of my training 
and that I needed to work on these if I was goihg to pass the year. I also recognised 
that I had hoped to enlist the professional tu to r to help me to confront my supervisor 
in a way that had parallels w ith Ms L’s use of her aun t as a buffer against her mother. 
An equally im portant part, though, had been about learning to listen to my own 
feelings as a way of understanding the experiences of clients and the experience of 
working w ithin hierarchically structured organisations. Ultimately, I was able to 
process Ms L’s projected anxiety and re tu rn  it to her in a more manageable form. She 
accepted her vulnerability in the face of exam inations and was able to survive the 
experience of sitting them  alone. She went on to complete her course successfully, 
gaining a very high pass in the process.
Year Three
My th ird  year placement took me back to the NHS. This tim e working alongside a 
chartered counselling psychologist (my supervisor) as p art of a Community Mental 
Health Team (CMHT).
Although I felt relieved to have left the emotionally challenging experience of my 
psychodynamic year behind, CBT seemed to be quite a  ‘d istan t’ and technical 
approach in  comparison. The challenge for me seemed to be about the integration of 
w hat I had learned and experienced regarding the power of the transference 
relationship and the usefulness of listening to my own responses and processes, w ith 
the ability to work in a more structured, goal oriented way. Schema-focused 
approaches (Padesky, 1994; Young, 1994) seemed to offer a way of integrating these 
different aspects of the therapeutic process, as illustrated here in my work with Ms D, 
a twenty-two year old woman who had been referred because of persistent low mood 
and bulimia.
Ms D’s accounts of h er early experiences led me to hypothesise tha t her family had 
coalesced in an enmeshed way around her father, because of his ’diagnosed m ental 
illness’. She reported that her father often set grandiose and unrealistic goals (for 
him self and Ms D), w hereas her mother seemed to underestim ate her abilities and 
underm ined her confidence to the extent tha t Ms D often felt unable to perform
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competently outside the family. In her life it seemed that a repeating pattern of 
discomfort-avoidance at the expense of personal fulfillment was emerging.
Aided by the schema questionnaire developed by Young and Brown (1990), we 
identified schemas w ithin the domains of impaired autonomy and performance 
(related to enmeshment/undeveloped self) and impaired limits (related to insufficient 
self-control/self-discipline) (McCjinn and Young, 1996) as those which seemed to offer 
greatest understanding of her cu rren t difficulties. We agreed to focus on insufficient 
self-control/self-discipline in the first instance and began w ith a “life review" (McGinn 
and Young, 1996) -  a cognitive exercise in which Ms D was asked to provide evidence 
from  her life that supported or contradicted her belief tha t she was not able to stick 
w ith something or someone if she began to feel overwhelmed (and risked losing face in 
front of others). Overall, our work together seemed to be progressing well in term s of 
schema modification and Ms D left most of the first few sessions saying that she felt 
better in her mood and more aware of her own capabilities. However, on her re tu rn  
the following week, she tended to s ta rt by saying tha t the im provements had not been 
m aintained and that she had ‘slipped back’. I explored this w ith my supervisor who 
suggested that 1 might be managing my anxieties about the move to a new approach 
by focusing too heavily on technique and ignoring im portant relationship dynamics.
In light of this, I went to the next session w ith Ms D w ith a greater sense of flexibility -  
prepared to work w ith a particular technique but also prepared to abandon it if 
something else in the communication seemed more meaningful. Continuing w ith the 
life review exercise, Ms D brought an example of where she had been determined to 
“deal w ith [discomfort] h e rse lf’ and to hide the reality  of her concerns from others. 
This was following the acrimonious breakdown of a rom antic relationship. The police 
were called on a num ber of occasions and although she was experiencing considerable 
distress, she concealed this from others and continued w orking a t the ir shared place 
of work.
We stayed w ith this experience for the next two sessions and I became increasingly 
aw are of repeating themes w ithin her narratives (‘concealed distress’, ‘not being 
believed’, ‘not being taken seriously’, and ‘incompetence’) and repeating feelings 
w ithin me. I felt tha t Ms D was concealing im portant inform ation from me and tha t I 
did not always believe or take seriously her reported level of distress. As a resu lt I felt 
somewhat guilty and ingenuine. I also hypothesised th a t this m ight be the way Ms D 
was feeling too and I struggled to interpret this gently. The opportunity came when.
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in recounting her dealings with the police, she said tha t although the local policeman 
had been very friendly and helpful, he had been ineffective -  due to his inexperience - 
in helping her to resolve the situation. I tentatively asked “I’m  wondering if in some 
ways I have been a bit like the local policeman in term s of your seeking help w ith your 
difficulties here. It seems tha t we’ve done some good work but tha t it’s not been very 
effective, the improvements haven’t  lasted and perhaps a greater level of specialism is 
needed”. Ms D agreed and said that she had recently returned  to her GP in the hope 
tha t he would refer her for a psychiatric assessm ent. With Ms D’s consent, I presented 
her case at a review meeting in  order to get feedback on the appropriateness of a 
psychiatric referral. The consensual view was tha t th is would not be appropriate, but 
in  my subsequent discussions w ith Ms D, w hat seemed to have been most im portant 
was tha t once she had had the courage to reveal her ‘real concerns’, I had taken them  
seriously and contacted the specialists to get the ir input too. This reflected Howe’s 
(1999) findings that clients regard being understood, feeling that someone is there and 
tha t someone cares as the most im portant factors in therapy.
My actions seemed to help Ms D gain a greater sense of h er own individual identity, 
thereby challenging her enmeshment/ undeveloped se lf schema. From  this position of 
greater strength perhaps, she was able to th ink  about w hat ‘psychiatric illness’ m eant 
to her. My own feelings changed too. I felt more genuine and more capable as a 
therap ist and the relationship seemed to be characterised by more ‘person-to-person’ 
communication (Clarkson, 1995). GraduaUy, im provements in her mood were 
m aintained and she took herself off antidepressant medication. She became more 
aware of her own lim its which had a positive effect on her eating behaviour and she 
felt more confident in her ability to socialise. Shortly before the therapy ended, Ms D 
arrived at one of our sessions looking very happy and excited. She told me tha t she 
had just been offered a job in the financial m anagem ent sector tha t she had really 
wanted. She would sta rt at a fairly low level she said, but the company had a good 
professional train ing  structure in place and the post would offer ample opportunity 
for promotion over time. I wondered if she would leave the therapy early in order to 
s ta rt her new job. However, in recognition of the work tha t she had done w ith me in 
the sessions and her desire to have “a good ending to therapy”, she was eager to 
continue meeting for our final scheduled sessions as she made the transition  to her 
new working life.
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Summary
In this paper I have visited a num ber of sights that have been influential both in term s 
of my developing identity as a counselling psychologist and my developing skill as a 
therapist. The decision to present detailed descriptions of my work with only a few 
clients - ra ther than less detailed accounts of more - reflects the impact of ‘significant 
moments’ in my journey towards integration so far. In particular, significant 
moments of difficulty tha t I have encountered and struggled with (Aveline, 1990) have 
allowed me to dem onstrate my increasing level of development as a counselling 
psychologist. The descriptions also lend support perhaps, to the research finding tha t 
it is the successful repair of alliance rup tures th a t is most strongly linked to positive 
outcomes in therapy (Rhodes et a l ,  1994; Safran et a l ,  1990).
In conclusion, and in light of the experiential history tha t I have presented in this 
paper, I see my own integrative practice as both having the courage to stay w ith an 
approach in the light of knowledge about competing alternatives and  having the 
willingness to modify or abandon it if, w hat ultim ately emerges, is a stronger 
therapeutic relationship, a more accurate understanding of an individual client’s 
difficulties, and a greater likelihood tha t those difficulties w ül be resolved. What has 
become apparent through my journey towards th is position is the multifaceted nature 
of the process and the many levels of understanding that ultim ately inform  my 
therapeutic practice.
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You will go to the ball: The philosophical and methodological challenges 
facing counselling psychologists working in the National Health Service
Abstract
Counselling psychologists are increasingly to be found w orking alongside clinical 
psychologists and other healthcare psychologists in NHS settings. However, the 
dom inant research paradigm  informing evidence based practice in  the NHS has its 
roots in positivist epistemology and the medical model which are  at odds with the 
specific value systems tha t characterise the nature of tra in ing  and practice of 
counselling psychologists. This paper reviews some of the guidelines and 
recommendations currently  informing research and practice in  the NHS and 
considers the role of herm eneutic science and qualitative research methodology in 
generating parallel guidelines for use by counselling psychologists. The level of 
clinical audit - where a greater patient focus has been promoted - is considered to be 
an area where qualitative methods can be usefully employed by the NHS.
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Introduction
The Executive of The New NHS: Modern, Dependable, mindful of its legal duty o f 
quality’ (Winyard, 1995), recommends tha t psychological therapies should be 
“comprehensive, co-ordinated, user friendly, safe, clinically effective and cost 
effective” (Kosviner, 2000). Under the co-ordinating principle of clinical governance 
(embodied institutionally as the Commission for Health Improvement), the subsumed 
components of clinical effectiveness, evidence-based practice and clinical audit are 
processes which aim  to promote and m aintain quality throughout the range of clinical 
services w ithin the National Health Service (NHS) in  B ritain  (Chambers, 1998). In 
response to Government-led initiatives, such as The Health o f  the Nation strategy 
(1992) which listed mental illness as one of the five key areas to be addressed (Banyard, 
1996), the application of a variety  of psychotherapeutic approaches has evolved w ithin 
different disciplines of the NHS and a variety  of therapies continue to be offered by 
psychiatrists, psychologists, social w orkers, com munity psychiatric nurses. General 
Practice counsellors and para-medical therapists (Parry, 1992). Psychological 
therapies, together w ith physical treatm ents such as medication and Electro- 
Convulsive Therapy (ECT), are the two m ain forms of m ental health care provision 
w ithin the NHS today (Kosviner, 2000).
Possibly in order to homogenise an otherwise piecemeal service, as well as to meet the 
cost containm ent demands of a changing managem ent and funding structure w ithin 
the NHS (KendeU, 1995; Parry, 1992), there has been an increasing emphasis on the use 
of recommended standards and guidelines to inform every decision made about 
psychotherapy provision w ithin the NHS. The engine driving the ‘New NHS’ towards 
these standards and guidelines is a m odernist philosophy. Em erging as a product of 
the enlightenm ent and with an emphasis on freedom through knowledge, the 
m odernism  of today is characterised by a pursu it of order and stability  through the 
use of rational scientific means (Garelick, 2000). As W inyard (1995) notes, “[t]he NHS 
Executive, together with the professions, is developing a strategy to ensure that 
decision making about clinical services at all levels is driven by evidence of 
effectiveness coupled with systematic assessm ent of health outcomes” (p. 1).
P art of this strategy has been the publication of a National Service Fram ework (NSF) 
document which has been regarded by some as resem bling the national curriculum  
for education (Garelick, 2000). Responses like th is may in part be explained by the 
NHS emphasis on the use of clinical guidelines to inform the decisions made by 
practitioners. W inyard (1995) argues tha t in recom mending the use of clinical
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guidelines in this way, the NHS is “not trying to control, ju st trying to influence” (p. 4) 
clinicians. The Agency of Health Care Policy and Research in the United States 
defined clinical guidelines as “system atically developed statem ents to assist 
practitioner and patient decisions about appropriate health care for specific clinical 
circum stances” (Carruthers, 1995, p. 112), a definition which has been widely accepted 
in  the United Kingdom too. He goes on to say tha t the potential benefits of clinical 
guidelines include a move towards “high quality  standardised health care” (p. 112), 
clear bases for clinical audit and a greater likelihood of cost effective practice. Fonagy 
and Roth (1996) caution that clinical guidelines state the right th ing to do, but clinical 
audit and service evaluations are needed to establish w hether the right thing was 
done, in the right way, producing the right outcome in the context o f  specific settings. 
However, P arry  (1992) argued tha t due largely to the poor external validity of the 
traditional psychotherapy research which informs clinical guidelines, to use them  as 
bases for audit and evaluation w ithin the fram ework of every day service provision is 
inappropriate. Instead, complementary strategies are needed w hich can take account 
of the “perspectives of patients, purchasers, service m anagers, referrers and 
practitioners” (Parry, 1992, p. 3).
The need to take account of differing perspectives in the pursu it of clinical 
effectiveness has been recognised by NHS policy m akers and one aim  is to “make the 
cogs of the NHS run  together to produce health  gain” (Winyard, 1995, p. 4). 
Increasingly, reference is being made to the need to take account of the patient’s or 
consum er’s perspective. KendeU (1995) stated tha t the choice of topics for clinical 
audit, defining w hat is a good and w hat is a bad outcome, and developing clinical 
guidelines were aU areas for future patient/consum er involvement. In promoting the 
rights of individuals as consumers, the NSF docum ent recognises tha t the New NH S  is 
informed by two competing phUosophies. F irstly  the phUosophy of central control 
manifested in the use of research evidence w ith an inherent biological bias to make 
decisions about w hat constitutes the most efficient way to deliver psychotherapy 
services. Secondly, the phUosophy of individual choice manifested by the desire to 
hear the consum er’s voice and by the recognition tha t aU members of the population 
have the right to access the fuU range of m ental health  services (Garelick, 2000).
The nature of counselling psychology
The B ritish Psychological Society recognises graduate psychologists who have 
completed a three year fuU-time experiential tra in ing  or its equivalent in the theory
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and practical application of counselling psychology as having parity  with clinical 
psychologists. Increasingly they are to be found working alongside clinical 
psychologists and other healthcare psychologists w ithin the NHS, also taking on 
sim ilar caseloads of prim ary and secondary care level referrals (Ryder & Shdlito- 
Clarke, 1998). The m ain difference is tha t unlike clinical psychologists, their training 
has not been funded by the NHS and perhaps not unconnectedly, the two professions 
are also differentiated by the extent to which the medical model of m ental disorder, 
and its allegiance to the methods of n atu ra l science as a route to knowledge, inform 
w hat kind of scientist-practitioners they become. Golsworthy and Wilkinson (1997) 
found tha t clinical psychologists perceived counselling psychologists’ training to 
exclude areas such as m ental health risk  assessments, structured  psychological 
programm es and behavioural treatm ents, and by implication, perceived themselves to 
be closer to practices rooted in the medical model and m ainstream  epistemology. 
Although in  actuality attem pts to differentiate between the two professions on the 
basis of working practices seem only to highlight th e ir sim ilarities (Ryder & Shillito- 
Clarke, 1998), counselling psychology is informed by a significantly different 
philosophical base.
Woolfe (1996) attributes the rise of counselling psychology in B ritain  in part due to its 
rejection of the medical model view of the helper (Box 1) and, along with other key 
features, its emphasis on a more herm eneutic approach to the study of hum an beings 
(Box 2).
Box 1: The characteristics of the helper within the medical model of mental disorder 
(adapted from Woolfe, 1996, pp.6-7).
• The helper deals with Uhiess and sick people in an attempt to cure them.
• The helper is symbolically or actually a white-coated professional who treats a patient
within a clinical setting.
• The helper is a knowledgeable ‘expert’ who is emotionally uninvolved/neutral.
• The helper is perceived as possessing assessment and diagnostic skills based upon
standardized measuring and testing procedures.
• The helper is seen as powerful and active, someone who does something to an essentially
passive patient.
It should be noted tha t these qualities are not only the preserve of counselling 
psychology, with m any healthcare psychologists em phasising the same value systems 
in the ir work with clients (Ryder & ShiUito-Clarke, 1998; Woolfe, 1996). Indeed, even
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Box 2: Factors associated with the rise of counselling psychology in Britain (adapted 
from Woolfe, 1996, pp. 4-10).
• The focus on the helping relationship:
The effectiveness of therapeutic help is related to its embeddedness within a 
meaningful relationship characterised by empathy, acceptance and authenticity on the 
part of the helper.
• Adoption of a Humanistic value base:
A reaction against the medical model, towards an interactive alternative in which the 
helper acknowledges the separateness and uniqueness of the individual and aims to 
understand the client’s inner reality from the position of ‘being with’ him or her.
• A focus on well-being rather than sickness:
Crises and problems are seen as normative human experiences. A holistic 
view of the client is taken with an emphasis in therapy on examining emotional and 
mental health with reference to life-cycle position, lifestyle and relationships.
• The recognition of the need for a scientific basis for counselling:
Not anti-science but occupying a pivotal position between positivism and
phenomenology which promotes methodological plurality.
• The need for more mental health care practitioners:
There is a shortage of clinical psychologists in the NHS to meet the newer and
additional demands for developmental and preventive psychology services.
clinical psychology train ing  courses claim to have largely rejected the medical model 
view of the helper (Box 1) and perhaps not unconnectedly, practitioners faced 
difficulties initially  in the NHS with respect to the attitudes of the psychiatric 
profession (Miller, 1996). However, there are stiQ im portant differences. For example, 
the focus on how ‘the Self of the helper impacts on the therapeutic process and the 
related requirem ent of a m inim um  of forty hours personal psychological therapy 
whilst in train ing are defining qualities of counselling psychology. Crawford-Wright 
and H art (1997) describe counselling psychologists as professional psychologists w ith 
practical therapeutic experience, trained in traditional and contem porary research 
techniques and committed to a programme of self-awareness.
The counse lling  psycho log ist as sc ien tis t-p rac titio n e r in  th e  NHS
Em pirical m vestigations of the processes and outcomes of counselling were 
highlighted as being of central relevance by the BPS w orking party  which established 
the Diploma in Counselling Psychology. Indeed, Woolfe (1996) argued th a t the
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scientist-practitioner model and the pursu it of an em pirical research base m ust 
rem ain at the core of train ing and practice if counselling psychology is to continue to 
develop as a credible discipline. However, it is also the case that as a scientist, the 
counselling psychologist occupies the middle ground between “the two cultures of 
psychology: one a m echanistic science, based on a positivist paradigm seeking 
general laws of behaviour; the other a herm eneutic science, based on an interpretivist 
paradigm ” (Lunt, 1999, p. 494) and embraces the idea of methodological pluralism. It 
could be argued tha t given the key defining qualities of self awareness, reflexivity and 
a Weltanschauung or world view in which subjective experience is param ount 
(Woolfe, 1996), to achieve philosophical and epistemological congruence counselling 
psychologists should be pursuing a phenomenological research base. Gelso et al (1988) 
urge researchers in the field of psychotherapy to observe and em pirically describe the 
intervention process and to experiment less.
At the level of practitioner, A rthur (2000), compared psychoanalytic psychotherapists 
w ith cognitive behavioural therapists and found tha t they differed on a significant 
num ber of personality, cognitive and epistemological traits. He described ‘orientation 
characteristics’ and argued that these could account for the continued separation of 
these two major orientations. In term s of cognitive-epistemological styles, 
psychoanalytic psychotherapists relied “predom inantly on th e ir intuition ra ther than 
the physical senses and process the ir knowledge through the use of feeling by 
introspective analysis, insight and em pathy” (p. 25). Cognitive behavioural therapists 
on the other hand relied on “the physical senses for inform ation gathering, they 
prefer quantitative to qualitative information, th inking  over feeling, are pragmatic 
and realistic and value observation and m easurem ent” (p. 25). As counselling 
psychologists receive a thorough train ing in  a t least two psychotherapeutic 
approaches (Ryder & Shülito-Clarke, 1998) w hich are  likely to reflect these two major 
approaches, it is interesting to speculate about the ‘orientation characteristics’ that 
m ight identify them as integrative psychotherapists. A rthu r (2000) noted tha t a ‘fit’ 
between a therapist’s personality and cognitive-epistemological style and her/h is  
chosen model is im portant as a lack of fit can lead to dissonance and distress and 
“resu lt in the therapist becoming disillusioned, burnt-out or even over-committed to 
the ir model” (p. 26). It seems likely that a ‘fit’ between therapist and model is 
im portant not only at the practitioner level, but at the scientist level too. I am  left 
wondering about the implications A rth u r’s findings have for counselling 
psychologists and, moreover, for the researcher him self who is a Chartered Clinical 
Psychologist, a Chartered Counselling Psychologist and a psychoanalytic
78
psychotherapist. However, this is a distraction and it is more im portant here to 
highlight the risks associated with a lack of fit between the m odel/practitioner and 
w hat is being studied or researched. That is, the nature and processes tha t 
characterise the therapeutic practices of counselling psychologists.
Methodological pluralism  which is congruent w ith theoretical diversity is the way 
forw ard for counselling psychology (Barkham, 1990; Gelso et al, 1988; Woolfe, 1996). 
An understanding of the experimental method is im portant and rigour and em pirical 
investigations should not be rejected (Woolfe, 1996). However, a new phase in 
psychotherapy research is gaining ground. The mid-1980s saw an increasing 
dissatisfaction w ith prevailing research methods and an increasing openness towards 
the use of qualitative-interpretative methods (McLeod, 1996).
The nature of research within the NHS
The NHS it seems did not experience the same dissatisfaction w ith prevaüm g 
research methods and at the heart of evidence-based medicine (EBM) is the use of 
randomized controlled trials (RCTs) to establish the effectiveness of therapies in 
outcome research. In What Works fo r  Whom? (Roth and Fonagy, 1996) - a book based 
on a report commissioned by Professor Glenys P arry  on behalf of the NHS Executive 
and which formed a part of the D epartm ent of Health's Strategic Policy Review of 
Psychotherapy Services - the authors claim tha t the inform ation bringing maximum 
benefit to patients comes largely from research evidence about effectiveness (outcome 
research) gathered using RCTs, open trials or single-case research designs. RCTs ask 
specific questions about the comparative benefits of two or more treatm ents. 
Participants are randomly allocated to different treatm ent conditions and the design 
allows active treatm ents to be compared with no treatm ent, a w aiting l i s t , or ‘placebo’ 
interventions. To ensure that the active treatm ents conform to their theoretical 
description, many have been manualised w ithin RCTs and therapists are m onitored 
w ith respect to adherence to technique (Kazdin, 1994; Roth & Fonagy, 1996). Although 
RCTs are criticised for the ir adherence to in ternal validity in the pursu it of causal 
agency, at the expense of generalisability and external applicability (Kazdin, 1971; 
Lambert, M asters & Ogles, 1991; Parry, 1992; Roth & Fonagy, 1996), they continue to be 
regarded as the only valid, albeit limited, method of generating evidence for the 
efficacy of various forms of psychological treatm ent (Chambless & HoUon, 1998; Roth 
& Fonagy, 1996).
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The counselling psychologist reading Clinical Effectiveness Made Easy (Chambers, 
1998), a programme aimed at helping health care practitioners to develop the skills 
needed to apply an evidence-based approach to th e ir work, may be disappointed to 
find that any reference to methodological plurality is lim ited to a comment which 
stresses the complementary nature of qualitative and quantitative methodologies. “A 
random ised controlled tria l may be a gold standard quantitative study design, but a 
qualitative method will most probably be needed to report people’s observations, 
reflections and judgem ents” (p. -71). Chambers encourages the practitioner to use a 
hierarchy of evidence when undertaking a library  search in pursuit of the ‘best’ 
evidence. The hierarchy comprises five levels w ith systematic reviews of multiple, 
well-designed RCTs at level one, representing the m ost robust evidence, and moving 
down through controlled trials, less controlled trials, multiple non-experimental 
studies to descriptive studies at level five, representing the least robust evidence. 
Relevant electronic databases are recommended as the place to s ta rt searching. The 
Cochrane library  is one such database which contains systematic reviews of 
psychotherapy and, according to Sackett and Rosenberg (1995) provides access to “the 
highest levels of evidence ever achieved on the efficacy of preventive, therapeutic and 
rehabilitative regim ens” (p. 19). They claim  that between 250,000 and 1,000,000 
random ised trials can now be accessed and used to confirm the efficacy of many 
treatm ents and to confirm the uselessness or harm fulness of m any others. With the 
focus on outcomes ra ther than process, they argue tha t RCTs have led to 
improvements in  treatm ent practices in medicine and as such, should rem ain as the 
basis for EBM (Sackett & Rosenberg, 1995).
The suprem acy of the ROT paradigm in the NHS and in psychotherapy research can 
be seen to discrim inate against some therapeutic orientations w hilst allowing others 
to prosper. Chambless and Hollon (1998) developed a scheme for determ ining “when a 
psychological treatm ent for a specific problem or disorder may be considered to be 
established in efficacy or to be possibly efficacious” (p. 7). Empirically supported 
therapies are clearly specified psychological treatm ents which have been found to 
produce statistically significant health benefits through controlled research w ith 
clearly defined populations usually delineated on the basis of diagnostic systems. 
Five criteria emerge as an operational definition of em pirically supported therapies 
(ESTs) (see Box 3). Due to the demands from purchasers of healthcare, policymakers 
and service users, psychotherapeutic approaches tha t can specify the targets of 
treatm ent and the nature of the intervention designed to meet them w ithin the ir 
evidence base, are likely to prosper w ithin the NHS (Shapiro, 1996).
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Kneebone and Dunmore (2000) used Chambless and HoUon’s (1998) criteria to evaluate 
existing research literature  on psychological interventions to manage post-stroke 
depression. None of the studies they found met the standards outlined by Chambless 
and Hollon (see Box 3), but largely on the basis of its potential to meet the EST 
criteria, cognitive behavioural therapy (CBT) was considered worthy of further 
investigation.
Box 3: Summary of criteria for empirically supported therapies (EST) (adapted from
Chambless & Hollon, 1998, pp7-I8).
• Overall research design: An EST should be shown to be statistically 
significantlysuperior to no treatment, placebo, or alternative treatments in a ROT, 
controlled single-case experiment, or equivalent time-samples design study.
• Treatment, population, outcome assessment measure, and analysis specifications: In 
these studies, treatments should have been implemented using manuals which provide a 
clear and data explicit description of the kinds of techniques and strategies that 
constitute the intervention, and variables such as therapist training and monitoring, and 
investigator allegiance should be controlled for. Research must have clearly defined the 
population for which the treatment was designed and tested. Thus a sample, treated for 
specified problems and for whom inclusion criteria have been established in a reliable, 
valid manner should have been studied. Assessment tools should have demonstrated 
reliability and validity in previous research and at minimum, should tap the problems 
targeted for change. Data analysis should be appropriate and checks should be made for 
risks from Type 1 errors, uncontrolled pretest-posttest comparisons, differential group 
attrition rates and therapist or site effects.
• Designation of efficacious: An EST must have been shown to be superior in at least two 
independent research settings. The bulk of well-controlled data must support the ESTs 
efficacy if there is conflicting evidence.
• Designation of possibly efficacious: In the absence of conflicting evidence, one stiidy is 
sufficient.
• Designation of efficacious and specific: The statistical superiority of the EST over pül or 
psychological placebo or to an alternative bona fide treatment, must have been shown in 
at least two independent research settings. The bulk of well-controlled data must support 
the ESTs efficacy and specificity if there is conflicting evidence.
(Note: Where single-case experiments have been conducted, a sample size of 3 or more at any one
site is necessary).
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Box 4: The fit between EST criteria and CBT in relation to post-stroke depression
(PSD) (adapted from Kneebone & Dnnmore, 2000, pp.61-63).
• Overall research design: No empirically acceptable studies found but CBT considered 
promising from the evidence generated by case studies and a case series. Due to the 
heterogeneity of stroke, single-case experiments may be more appropriate and cost 
effective to establish ESTs for PSD.
• Evidence from previous research: CBT has been identified as ‘efficacious’ in conditions 
diagnosticaHy allied to PSD such as depression in the general population and persons 
with dementia who are depressed, and in a population comprising the bulk of those who 
suffer stroke, Le older adults.
Treatment specificity: CBT lends itself to the development of treatment manuals.
Kneebone and Dunmore acknowledge that different therapy approaches may be 
useful at different stages of the post stroke condition but conclude that the basis for 
investigations to establish ESTs for PSD does exist and that “[a] num ber of studies 
suggest the type of therapy worthy of tria l [is] CBT” (p.63).
H erein lies the story of Cinderella, her two step-sisters and the glass slipper. Highly 
specified and rigid inclusion criteria such as those evident in Chambless and Holton's 
(1998) scheme for identifying ESTs (see Box 3) and in Roth and Fonagy’s (1996) review 
of psychotherapy research comissioned by the D epartm ent of Health to inform 
evidence based practice, craft a glass slipper into w hich only Cinderella's foot will fit. 
Roth and Fonagy (1996) note that “[t]he eschewal of existing reliable and valid 
m easures by practitioners of psychodynamic treatm ent is a regrettable fact which will 
only be corrected by a concerted effort on the p art of psychodynamic therapists to 
identify, m a consensual and measurable way, the outcomes the ir treatm ent aims to 
b ring  about, and to validate these against criteria  tha t other stakeholders (such as 
patients, funders, and other practitioners) see as im portant” (p. 21). And in their 
conclusion they state that “nonspecific, poorly structu red  treatm ents, such as generic 
counselling, nonfocused psychodynamic therapy, and a variety  of experiential 
therapies are unlikely to be effective with severe presentations of the disorders we 
have considered in this review” (p. 368). Thus, only the highly specified, structured 
therapies with demonstrable, measurable outcomes have the opportunity to try  their 
foot in the glass slipper in order to win the prize, funded research to establish 
themselves as an empirically supported therapy, the wealth and status that comes 
from m arrying a prince.
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Step-sisters continue to try  and force the ir feet into the glass slipper and, depending 
on which version of the story one reads, some appear to succeed until their foot is 
discovered a short time later crushed and bleeding inside the ill-fitting slipper. 
Psychoanalytic psychotherapy m  the NHS is one such step-sister. Holmes (2000) 
refers to evidence based medicine with its RCT research paradigm  as “todays new 
God” (p. 455) and adds that psychotherapy may have to compromise its core values if 
it is to play an influential role in mainstream , publicly funded m ental health care. 
“We need to be able to speak with the entitlem ent of the healthy infant, ra ther than 
the despair of the abandoned child [ ] with an ego tha t is in touch w ith things as they 
are, ra ther than a nostalgic turn ing  away from reality” (p. 455). Although there are 
difficulties for psychotherapy in term s of fitting into the RCT paradigm, EBM can be 
welcomed by practitioners as a key basis for au thority  in the field and lead to the 
development of therapy forms appropriate to a publicly funded service. The ‘prizes’ 
on offer for EBM compliance in Psychotherapy include psychotherapeutically- 
informed psychiatry and the chance to take part in an integrative revolution. The 
form er suggests a move away firom the medical model idea of a knowledgeable, 
emotionally uninvoled expert who attempts to cure üiness in patients towards 
practice characterised by self-reflexivity and by the unique language of 
psychotherapy which provides a way of talking about and thinking about 
relationships. The la tter suggests a re-exam ination of old paradigms and the 
possibility of cross-fertilization between different approaches and professions at the 
levels of the organisation, the theory tha t inform s practice and the therapeutic 
relationship (Holmes, 2000). Tempting prizes indeed.
Fonagy (2000), mindful of society’s expectations th a t m ental health treatm ents should 
reduce symptoms and levels of conscious distress in those receiving it, suggests tha t 
psychoanalytic psychotherapy just needs a good pedicure before trying the glass 
slipper on for size. Although he eschews psychotherapy outcome research on the 
grounds tha t the outcome m easures currently in  use are  inappropriate to gauge the 
impact of psychoanalytic psychotherapy and instead favour approaches such as CBT 
which focus directly on symptom change, he is also keen to point out that “even with 
unfair yardsticks, psychoanalysis has been doing quite well” (p. 9). The way forward 
it seems, is m the systematization of psychoanalytic knowledge and in the 
development of new and relevant measures ra ther than  in a stepping outside of the 
constraints imposed on health practitioners by the NHS and by society. The ‘prizes’ at 
stake here are the opportunity to undertake meaningful psychoanalytic research iu a 
way which extends theoretical knowledge w hilst preserving core understandings; to
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be influential in bridging the gap between a natu ra l science and a herm eneutic route 
to knowledge about hum an beings (via the integrationist revolution outlined by 
Holmes, 2000 - in the development of a model of the mind informed by psychoanalytic 
ideas - for example); and an ability to communicate psychoanalytic ideas by 
translating them  into the language of extra-clinical research methodologies borrowed 
from other disciplines (Fonagy, 2000).
A num ber of sources point to the need for footwear alternatives beyond the glass 
slipper. Something fashioned w ith effort and rigour no less exacting than that used by 
the glass slipper makers but perhaps something a little more bespoke, reflecting the 
style of the m aker as well as the w earer. The ugly step-sisters may never achieve the 
wealth and status that comes from m arrying princes, but they can dance at the ball in 
comfort and who knows who they might meet there. “What is required for integrative 
initiatives is a broader range of methods and an  openness to and excitement about 
new ideas” (Fonagy, 2000, p. 6).
Albee (2000), however, warns against compliance w ith dom inant ideology and 
methodolgy. W riting about the difficulties now facing [clinical] psychologists in the 
United States, he points to the fact tha t after World War II to m eet the demand for 
psychiatric services posed by retu rn ing  veterans, psychologists were placed in 
psychiatric settings for both train ing  and practice. This violated a fundam ental 
criterion for professional train ing “[t]rain students in your own house, otherwise you 
are an  ancillary profession” (p. 248), and led to an uncritical acceptance of the medical 
model. With the for-profit healthcare system in  the US, psychotherapy is considered 
to be too expensive and drug therapies developed by the giant pharm aceutical 
companies are favoured. “Now to survive psychologists m ust strive to obtain 
prescription privileges [ ]. Pychologists have sold th e ir souls to the devil: the disease 
model of mental disorders” (Albee, 2000, p. 248). W hilst clinical psychology train ing  
courses in the UK have largely rejected the medical model, the tendency to define 
research populations in term s of diagnostic categories and the prevalence of symptom 
change as a m easure of outcome suggests tha t the medical model, together w ith 
positivist epistemology, rem ain dominant forces in the delivery and assessm ent of 
NHS psychotherapy services. In addition, psychology services in the USA have a 
longer history and are more developed than in  the UK (Woolfe, 1996) and debates 
w hich take place there can be seen as indicators of w hat is to come in the UK (Parry, 
1992).
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The palace of hermeneutics
Philosophers and researchers interested in the area of hum an subjective experience 
have not only highlighted “the significant peculiarity of the subject matter: People 
ta lk” (Rickman, 1990, p. 295), they have also identified the shared bases of the two 
truth-seeking approaches which differentiate the two cultures in psychology: the 
mechanism  of natural science and in terpretation in  herm eneutic science. It has been 
argued that the two approaches share many intellectual processes and methodological 
devices, but they are differentiated by the standards of precision used to determine 
the rigor w ith which either science is practiced (Rickman, 1990).
Box 5: Key criteria for accurate understanding (adapted from Rickman, 1990, 
p.310).
Care: Using the utmost care in the work of understanding, assisted by a methodological 
grasp of what is involved in the cognitive process under review. As in observation or 
abstract reasoning, there are ultimately no external criteria.
Consensus: Objectivity and truth are assured through confirmation by others either in the 
general population or expert populations.
Coherence: Subsumes care and consensus but is more comprehensive e.g comparisons 
within and between understandings of a particular phenomenon or different examples of it,
Pragmatism: Theories are judged in terms of the success of actions based on them.
Thus, the methods of hermeneutics and the processes of understanding are subject to 
criteria  no less exacting than those governing natu ra l science. To accurately 
understand the hum an world there m ust be “a positive combination of methods; 
resulting  in as much rigor as we can manage” (Rickman, 1990, p.315).
At the level of research, guidelines incorporating such exacting criteria are inform ing 
the way that qualitative research is done and how it is communicated to other 
scientists. Elliott et al (1999) present Evolving guidelines fo r  publication o f qualitative 
research studies in psychology and related fields, an  explicit bu t not rigid set of criteria 
(a bespoke dancing shoe ra ther than a glass slipper) designed to assist in  the 
legitim ization of qualitative research w ithin the social science community. The 
commonalities between qualitative and quantitative research in term s of good 
research practice are highlighted, as well as criteria  w hich can take account of ‘the 
significant peculiarity of the subject m atter’.
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Box 6: Summary of criteria used to determine the publishability of qualitative 
research (adapted from Elliott et al, 1999, p.228-229)
Owning one’s own perspective: Authors disclose their theoretical orientations, 
personal anticipations, values and assumptions.
Situating the sample: Participants and their life circumstances are described.
Grounding in examples: Examples of the data to illustrate the analytic procedure used, 
and the understanding developed in the light of them are provided.
Providing credibility checks: Checks on credibility of categories, themes or accounts 
are made by asking original informants, other qualitative analysts, or by using other - 
qualitative perspectives or ‘triangulation’ with external factors (e.g. outcome).
Coherence: Understanding fits together to form a data-based story/narrative, ‘map’, 
framework or underlying structure for the phenomenon/domain.
Accomplishing general vs. specific: General; based on an appropriate range of 
instances; Specific: systematic and comprehensive description of single cases to attain 
understanding.
Resonating with readers: Readers judge it an accurate account which has clarified or 
expanded their understanding of a phenomenon/domain. .
Guidelines such as these may allow the ugly step-sisters in psychotherapy to gain 
access to the prizes in the NHS in a way tha t preserves the ir feet. However, there are 
those who campaign for the right to dance at the ball barefoot. Reicher (2000), arguing 
against the methodolatry encouraged by Elliott et a l’s guidelines, notes tha t “there 
are  basic differences amongst qualitative methods w hich render a common standard 
of excellence difficult or even impossible to achieve” (p. 5). Nevertheless for 
counselling psychologists working in the NHS where guidelines and 
recommendations characterise the dom m ant culture, the promise of a fit between 
cognitive-epistemological practice and therapeutic practice is very appealing. In the 
light of A rthur’s (2000) fmdings, it may also lead to greater job satisfaction and less 
incidence of therapists becoming disillusioned, burnt-out or over-committed to the ir 
therapeutic model.
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Qualitative research in the NHS
As noted in the introduction, the need to take account of the patient’s or consum er’s 
perspective is increasingly being reflected in NHS-based policies, guidelines and 
literature. The area of clinical audit has been selected as one in which a greater 
patient focus is particularly  needed (Chambers, 1998; KendeU, 1995; Parry, 1992; 
Winyard, 1995). Amongst the criteria  (based on Maxwell’s, 1984, six category 
framework) P arry  (1992) suggested using in order to judge w hether a service is 
successful, two specifically refer to the need to conduct patient-focused assessments: 
acceptability and efficacy. Acceptability can be m easured using patient satisfaction 
surveys and efficacy can be assessed using nomothetic and idiographic measures of 
outcome.
Although reference is made to the use of findings from  qualitative research on helpful 
events in therapy to inform acceptability assessm ents, in keeping w ith the dom inant 
research paradigm, evaluators are urged to pay close attention to the psychometric 
properties of the questionnaires used to m easure satisfaction and to consider the use 
of a battery of standardized tests to m easure outcomes (Parry, 1992). Levels of 
reported satisfaction following psychotherapy range between 80% to 95%, and such 
high levels have typically been treated  as a fault in the psychometric properties of the 
satisfaction instrum ents used (Berger, 1983). It can be argued tha t when the focus of 
outcome is broadened beyond symptomatology, client satisfaction becomes 
increasingly im portant and provides data about the effects of psychotherapy untapped 
by other m easures. It is also an area in which qualitative methods could be usefully 
employed. Berger (1983) proposed fifteen recom mendations to increase the 
discrim inatory power of client satisfaction m easures and among them  are the need to 
fu rther define the construct of client satisfaction and a need to take account of the 
comments section of the evaluation forms “comments become the qualitative side of 
the research paradigm. In dealing w ith top-level adm inistrators as well as people 
outside the agency, it has been found tha t a well-rounded package of comments is 
often w orth a year’s accumulation of data. Comments provide a richness tha t the 
num bers cannot “ (p. 76).
Howe (1989) evaluated the family therapy work of six social workers from a British 
social services departm ent using open-ended interviews. 32 families were 
interviewed, 10 had either declined the offer of therapy or failed to keep the ir first 
appointm ent and 22 had accepted the offer. Themes and regularities in the fam ilies’ 
experience of therapy were identified by Howe and were grouped into three m ain
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concerns: to be engaged; to understand; and to be understood, and suggestions to 
inform practice emerged from this process. In term s of the ‘verdicts’ or client 
satisfaction levels, only six families had feelings exemplified by the comment that the 
idea of “sitting down and talking like that was good” (p. 79); the rem aining sixteen 
families had not valued their experience of family therapy and would not come back, a 
feeling captured by the comment “it was a waste of tim e” (p. 77) which appeared in 
nearly every interview. Studies such as this go a long way to achieving a well- 
rounded account of the subjective experiences of clients which can usefully inform the 
practice of psychotherapy and the process of clinical audit and help to establish 
“w hether the right thing has been done, w hether it has been done right, and w hether 
it resulted in the right outcome” (Roth & Fonagy, 1996). Not in term s of the research- 
derived clinical guideline which states ‘the right th ing to do’, but in term s of the 
criteria of those who are supposed to benefit from the service. Good news for the 
makers of dancing shoes.
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‘T elling  stories*: A narrative analysis of clients' accounts of outcomes in 
^psychotherapy
Abstract
The ways of working in counselling psychology are underpinned by a recognition that 
the therapeutic relationship is à key factor h i effective psychotherapeutic work. To 
date, the tools available to evaluate effectiveness have been fashioned largely from a 
positivist tradition. Such tools not only fail to accommodate the complexity of the 
therapeutic encounter, they also generate findings which lack external validity, 
making them  inappropriate for use particularly at a local level. The present paper 
reports findings from a qualitative study of outcomes hi psychotherapy. Nine 
participants who had experienced therapy in a prim ary care psychotherapy service 
were interviewed in order to elicit the ir stories o f  the therapy. The interview  followed 
a core structure to access referral experiences (beginning), experiences of the therapy 
(middle) and cu rren t experience in light of the therapy (end). Common story lines 
were identified across participants’ accounts and Gergen and Gergen’s (1988) five  
components o f well form ed narratives informed the analysis of the transcrip t data. AU 
participants’ stories were found to contain valued end points  which related to 
‘recovery’ and ‘holding a good opinion of the therap ist’. Although overaU story tones 
were suggestive of ‘positive’ or ‘negative’ outcomes, movement through the 
evaluative space to reach, or move further away from, particu lar end points revealed a 
more complex story of outcomes. Interpretations were made in the light of Gergen 
and Gergen’s (1988) rudim entary narrative forms and flndmgs. are considered in 
relation to complementary evaluation strategies for use a t local level.
 ^The term ‘psychotherapy’ has been used to denote all types of psychological treatments commonly 
practised in the NHS (DoH, 2001). No distinction is made between ‘psychotherapy’ and ‘counselling’.
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Introduction
Addressing the British Psychological Society (BPS) in  1999, the then President, Ingrid 
Lunt, reflected Jung’s (1961) ideas when she talked about the “two cultures of 
psychology: one a mechanistic science, based on a positivist paradigm  seeking 
general laws of behaviour; the other a herm eneutic science, based on an interpretivist 
paradigm ” (p. 494). She left members w ith the challenge “to discover how to be true to 
our own hum anity while retaining a coherent account of our science” (p. 496). It 
seems that counseUitig psychologists, particularly  those working in the National 
Health Service (NHS) in Britain, are weU positioned to take up the challenge.
Counselling psychologists attem pting to evaluate the ir work using tools fashioned 
from the dom inant positivist route to knowledge may feel like Cinderella’s 
aesthetically challenged sisters, forcing the ir feet uncomfortably into a tiny glass 
slipper which does not fit and with much of w hat they use to stand up on left out. In 
search of more appropriate groundings, Woolfe (1996) argued that counselling 
psychology occupies a pivotal position between positivism  and phenomenology and 
Barkham  (1996) suggests tha t methodological p luralism  should be the superordinate 
research approach. Others (Brannen, 1992; McLeod, 1994,1996) promote 
methodological diversity on the basis th a t reconciling the philosophical and 
methodological differences of the two cultures w ith in  the same study is problematic. 
The challenge for those promoting diversity then, is not only to fashion footwear tha t 
fits but footwear tha t is equal in  craftsm anship to the best glass slipper. 
Notwithstanding, of course, the overarching guiding principle behind all research in 
psychology, here articulated by Barkham  (1996): “[t]he critical point for the
researcher is to select the approach which is m ost appropriate to the question being 
asked” (p. 23).
The scientist-practitioner model - perhaps better nam ed the practitioner-researcher 
model for counselling psychologists - w ith its em phasis on ongoing research has been 
seen as instrum ental in the movement toward university  and college based trainings 
in counselling (McLeod, 1994). Commitment to this model has also been recognised as 
the way forward for counselling psychology and as crucial to the continuing 
credibility and legitimacy of the profession (Barkham, 1990; McLeod, 1994; Woolfe,
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1996). Consequently, the onus on new and established practitioners is great: “there
is an expectation tha t counselling psychologists will engage in a more structured 
examination of their work w ith the aim  of generating knowledge for debate through 
publication” (Woolfe, 1996, p. 13). In addition, there is an expectation tha t this 
examination “will be designed and conducted in  the sp irit of the ways of working 
emphasised in Counselling Psychology “ (British Psychological Society Division of 
Counselling Psychology Guidelines for the Professional Practice of Counselling 
Psychology, 1998, p. 7). Essential aspects of these ways of working include a focus on 
the helping relationship, the adoption of a hum anistic value base and a focus on well­
being ra th e r than sickness (see Woolfe, 1996, pp. 4 -10).
Professional practice w ithin the NHS is also characterised by specific expectations. 
The pressure to contain costs and ensure clinical effectiveness has led to increased 
scrutiny of psychotherapy services, especially in the light of recent funding and 
management structure changes (Roth, Fonagy & Parry, 1996). Although recognising 
the need to take account of differing perspectives in the pursu it of clinical 
effectiveness (Winyard, 1995), NHS policy m akers have to date produced guidelines for 
best practice informed by the assum ption tha t research evidence is hierarchically 
structured. “[H]igh quality systematic reviews or evidence from high quality studies” 
are a t the top and “individual studies tha t do not meet aU the criteria of ‘high quality’” 
are a t the bottom (Department of Health (DoH), 2001). High quality in this instance 
was determined using criteria firm ly located w ithin the positivist tradition (p. 14). 
Similarly, in their critical review of psychotherapy research -  based on a report 
conunissioned by the NHS Executive - Roth and Fonagy (1996) concluded that 
“[ejvidence-based practice rests largely, but not exclusively, on formal research 
evaluation” (p. 49). The glass slipper resting on its velvet cushion is not only 
prestigious and seductive, it also rem ains the m ain yardstick against which practice 
is evaluated, however uncomfortable, im practical and ultim ately inappropriate this is 
for the big footed counselling psychologist (Monk, 2000).
Encouragingly, argum ents also coming from  w ithin the NHS stress how 
methodological plurality may be the only way forward in  answ ering the specific 
questions which emerge from specific contexts. NHS policy m akers are increasingly 
m aking reference to the need to take account of the patien t’s or consum er’s 
perspective, particularly  in the area of clinical audit (Chambers, 1998; KendeU, 1995; 
Parry, 1992; Winyard, 1995). The lim itations of approaches fashioned from a positivist 
trad ition  have also been acknowledged. Parry  (1992), for instance, argued tha t due to 
the poor external validity of traditional psychotherapy research, to use them  as bases
95
for audit and evaluation at the level of everyday service provision is inappropriate. 
Instead, complementary strategies are needed w hich can take account of the 
“perspectives of patients, purchasers, service m anagers, referrers and practitioners” 
(p. 3). In the medical world, taking account of patien ts’ lived experiences has been 
seen by some as not only vital to the clinical understanding and treatm ent of illness 
complaints (Brown, 1993; Kleinman, 1988), but as vital to the evaluation of treatm ents 
too. “The evaluation of patient care...m ust include an assessm ent of how the care 
treats problems in the experience and m eaning of illness” (Kleinman, 1988, p. 258). 
Thus, any complementary evaluation strategies attem pting to engage with clients’ 
personal worlds need to be sensitive to the subjective nature of those personal worlds.
David Rennie -  a Canadian-based practitioner and a tra in er in psychotherapy -  has 
been instrum ental in generating most of the published research into the experiences 
of the client in psychotherapy. Focusing on single therapy sessions, he conducted 
Interpersonal Process Recall (IPR) (Kagan, 1984) interview s with clients - to access 
their thoughts and feelings during a single session -  before subjecting the resulting 
transcrip t data to a grounded theory analysis (Rennie, 1990). Categories emerged from 
the data which characterised clients’ experiences and these included the clienVs 
relationship with personal meaning, the client's perception o f  the relationship with the 
therapist and the client’s awareness o f  outcomes. His continuing research programme 
has followed the same protocol and has explored the original categories fu rther to 
include studies into the client’s experience of storytelling (Rennie, 1994b), resistance 
' (Rennie, 1994c) and deference (Rennie, 1994a). The lastm entioned paper joined seven 
others to form a special section of the Journal o f  Counseling Psychology (Oct. 1994) on 
Q ualitative Research in Counseling Process and Outcome which “mark[ed] a growing 
recognition of the contribution that qualitative research can make to the discipline” 
(Polkinghorne, 1994, p. 510).
Published qualitative research which has focused on clients’ evaluations of the 
therapeutic experience can be found in the field of social work. Howe (1989) evaluated 
the family therapy work of six social w orkers from  a  B ritish social services 
departm ent using open-ended interviews w ith the families involved. ‘V erdicts’ or 
client satisfaction levels were elicited which related prim arily  to the quality of the 
encounter between therapist and family. In a la te r review of research into clients’ 
therapeutic experiences, Howe (1993) found fu rther support for the importance of the 
w orking alliance in characterising successful outcomes for clients. In the USA, 
Maluccio (1979) em phasised the role of client feedback in the delivery of social work 
services. He explored clients’ perceptions of a family service agency using in-depth
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focused interviews and found discrepancies between clients and workers in term s of 
the concerns w hich informed satisfaction ratings for the outcome of therapeutic work. 
Clients were concerned w ith help regarding specific ‘problems of living’ whereas 
workers were “concerned with overall ‘cures’ or broad changes in an individual’s 
situation or personality structu re” (Maluccio, 1979, p. 187). The studies of both Howe 
(1989) and Maluccio (1979) also revealed the im portance of m eaning making for the 
client when reporting successful therapeutic outcomes. In both cases, research 
findings were fed back to the service and were used to inform future therapeutic 
practice.
Overall, however, it seems that counselling psychologists have largely rejected the 
task of doing system atic research (Woolfe, 1996) and only a few have published their 
findings, particularly  the findings of qualitative outcome studies (McLeod, 1999). It 
seems tha t “[t]he m ajority of studies are dissem inated as lim ited circulation reports 
and discussion papers, or are lodged in  college lib raries as student dissertations” 
(McLeod, 1994, pp. 5-6). By adding to the existing litera tu re  on the use of qualitative 
research methods in counselling psychology, the present paper represents an attempt 
to increase the volume of qualitative outcome research  “available for debate through 
publication” (Woolfe, 1996, above). The aim  was to explore w hat clients had taken 
away with them  following a specific experience of therapy, in the context of the 
ongoing evaluation process w ithin a prim ary care psychotherapy service -  thus a 
high quality bespoke footwear service was needed. To th is end, the aims were 
addressed qualitatively using methods located w ithin  a narrative psychology 
framework. Crossley (2000) notes that narrative psychology attem pts “to study the 
language, stories and narratives which constitute selves ...[in order] ...to understand 
the specific experiences undergone by individuals” (p. 40). Thus each client’s story o f  
the therapy was used to understand her/h is experience of the therapy, with particular 
attention being paid to the evaluative content of those stories. At a theoretical level, 
the interpretation of the data was informed by Gergen and Gergen’s (1988) 
classification of narrative forms. Responding to the NHS call to take account of the 
patient’s or consum er’s perspective (KendeU, 1995, above), the present study focused 
only on clients’ narratives.
Method
Context of the Research -  the Pilot Psychotherapy Service
The opportunity for th is research arose w ithin the context of the foUowing conditions:
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1. A pilot psychotherapy service was established in two General Practitioner (GP) 
Practices in  Surrey in January  2000. The project received funding for a two-year 
period, but on condition tha t it would be a sm all scale operation incorporating a 
num ber of ongoing evaluative processes. The present study forms part of this 
ongoing evaluation process.
2. The research com ponent of the researcher's cu rren t train ing course in 
Counselling Psychology promotes the use of qualitative methods of enquiry and 
the present study represents my second year project.
At the outset of the project the GP practices w ere selected in order to represent the 
diversity of socio-economic groups w ithin the region. Using Jarm an  Indices 
measures, one geographical area covered can be described as having ‘the lowest 
deprivation levels’ (Practice A) and in comparison, the other can be described as a 
‘relatively deprived’ geographical area (Practice B). W ithin the psychotherapy 
service, one UKCP registered female therapist w orks for two NHS days per week (15 
hours) and has eight face-to-face contact hours w ith  clients during that time. Her 
rem it is to deliver b rief therapy over seven ‘fifty-minute-hour’ sessions to adults 
referred by their GP.
Participants
Attem pts were made to recruit participants who reflected the diversity of the total 
population of clients seen by the therapist in the two G eneral Practices involved in  the 
pilot psychotherapy service. The service offered clients one assessment session 
followed by six therapeutic sessions. In collaboration w ith the therapist, a definition 
of ‘an  experience of therapy’ was developed (clients who had experienced a t least one 
hour of therapy following the assessm ent session) and a sample of twelve from the 
potential participant population was identified (five from  Practice A, seven from 
Practice B). In light of the ongoing evaluation of the service, the therapist also wanted 
to include those clients who had not taken up aU the sessions offered to them  or who 
had ended the ir course of sessions prem aturely. The twelve participants were then 
contacted by the researcher by telephone and /o r letter. Eleven agreed to take part in 
the study and all were sent an ‘Information for V olunteers’ pack which included a 
Consent form and a request for background inform ation and (See Appendix 1; 
Appendix 2; and Appendix 3). One participant w ithdrew  at this point and another 
provided the researcher with feedback about the service over the telephone but 
w ritten consent to use the information was not received. Thus, nine participants
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agreed to meet w ith the researcher and all were seen w ithin a year of completing their 
course of therapy.
The Interviews
A pilot interview had taken place prior to the m ain interview s and informed the way 
that the la tter were conducted (see Appendix 4). The nine participants were 
interviewed face-to-face about the ir experience of therapy w ithin the psychotherapy 
service. The interview s were conducted at the General Practice where their original 
course of therapy had taken place. In Practice A participants were interviewed in the 
room in which they had also experienced all th e ir therapeutic sessions and in Practice 
B, at least some of the therapeutic sessions had taken place in the room used for the 
interview.
The interview began w ith a ‘scene-setting’ exercise inform ed by Memon and Bull’s 
(1991) work on cognitive interview ing techniques. To promote the accuracy of 
recalled experiences, participants were asked to describe the room in which the 
m ajority of their sessions had taken place - if th is  was not the interview  room - and to 
describe some of the physical characteristics of the therapist or other empirical 
aspects of the experience (particular sounds, smells or sights they remembered). The 
interview itself loosely followed the structured of a story -  the beginning (how 
participants had come to be referred as clients to the therapist), the middle 
(participants‘ individual experiences of the therapy sessions they attended) and the 
end (the impact of those individual experiences of therapy on participants). To reflect 
the ways of working emphasised in  counselling psychology and to facilitate an 
accurate understanding of participants’ subjective experiences, a counselling 
interview technique was used (Coyle, 1998). The interview s lasted between one hour 
and one and a half hours. AU were recorded using audio tapes and transcribed 
verbatim  (see Appendix 7).
Analytic Strategy
The data were analysed using a narrative analysis technique adapted from the work 
of Crossley (2000) and Gergen and Gergen (1988). A common assum ption linking these 
and other narrative analytic approaches is tha t the structu re  of the actual story told is 
an im portant conveyor of meaning (McLeod, 1996). Although a relatively new 
technique in psychology, a num ber of sociological studies have utUised forms of 
narrative analysis. These include the work of G insburg (1989a, 1989b), who identified 
plot lines in her analysis of abortion activists’ accounts; BeU (1988) combined
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M ishler’s (1986) core narrative and Labov’s (1972,1982) linguistic s tructu ra l approaches 
to explore identity transform ations; and Riessman (1990) who made use of Gee’s (1986) 
poetic structu ral approach in her analysis of divorce narratives. In the field of 
counselling psychology. Parsons (1999) utilised M ishler’s (1986) core narrative 
technique in an analysis of transcrip t data from interviews w ith clients who had rated 
the ir therapy as successful. She found tha t the ir accounts revealed them  to be active 
agents both within the therapeutic encounter and in the ir lives outside therapy. 
Crossley (2000) draws on McAdams (1993) autobiographical methodology to suggest a 
way of analysing personal accounts tha t “is capable of exploring both the ‘personal’ 
and ‘social’ dimensions of experience” (p. 111). At a more theoretical level, the 
postmodernists Gergen and Gergen (1988) synthesised several accounts of narrative 
structu re to yield five core components of well-formed narratives (see Table 1) and 
pointed to the importance of these in “creating a sense of reality  in one’s accounts of 
se lf ' (p. 22). Crossley (2000) notes tha t the principles of narrative psychology and 
social constructionism  are consistent in th is respect but adds tha t personal narratives 
can also throw light “on psychological and social realities” (p. 88). The position 
adopted in the present study sim ilarly acknowledges the social embeddedness of 
hum an experience w hilst also accepting the need “ ...to accord a sufficient degree of 
‘rea lity ’ to the experiential ‘dom ain’” (p.42).
The Analytic Procedure
In the first instance, one transcrip t was read repeatedly. Key phrases were then 
highlighted and notes were made on the transcrip t which included identification of 
different story lines, sum m aries of events used in the service of different story lines 
and the tone expressed in different story lines. Gergen and Gergen’s (1988) 
components of a well-formed narrative (see Table 1) offered an appropriate framework 
in  which to consider the data m  a systematic way. With th is fram ework in  mind, the 
in itia l transcrip t was revisited. Demarcation signs (beginning and end) signalling 
different story lines were added to the transcrip t. One ‘m ain’ (most easily identified) 
story  line was examined in detail using the rem aining components from the 
framework.
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Table 1: Components of well-formed narratives (adapted from Gergen & Gergen, 1988
Component Description
1. The establishment of a valued end point. The goal state or point of the story. It is 
typically saturated with value and understood 
to be desirable or undesirable.
2. Selection of events relevant to the goal 
state.
Events are selected that serve to make the goal 
state more or less probable.
3. Ordering of events. Events are placed in an ordered arrangement. , 
They are most likely to be arranged 
temporally (beginning, middle, end), but may 
also be ordered according to importance, 
interest value or recency etc.
4. Establishing causal linkages. The events preceding the goal state are 
causally linked, i.e each event should be a 
product of the one before it.
5. Demarcation signs. Signals are employed to indicate a beginning 
and ending.
The same procedure was then applied to the rem aining transcrip ts. The story lines 
were compared across transcrip ts and a superordinate set of outcome story lines were 
produced. These were then coded in term s of the ir evaluative tone. Although there 
was an em phasis on discerning commonalities, individual experiences characterised 
the selection of events in the service of the valued end p o in t
Clearly the analytic procedure reflects a subjective process of interpretation w ithin 
the specified framework. As such, traditional criteria  for evaluating research which 
em anate from the positivist tradition -  or m echanistic culture -  are inappropriate 
(Henwood & Pid'geon, 1992). Elliott, F ischer and Rennie (1999) have developed 
guidelines for assessing the publishability of qualitative research, and their criteria 
include the grounding of analyses in examples of the data, providing credibility 
checks and the presence of a coherent, data-based story tha t communicates the 
findings persuasively. Crossley (2000) notes tha t the criterion  of persuasiveness is 
particularly  im portant when assessing narrative psychological approaches because of
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the ir potential for creating “liberating and transform ing ways of experiencing 
ourselves” (p. 105).
To allow these criteria to be applied to the present study, the results and discussion 
sections which traditionally appear in research papers have been replaced by an 
analysis section where the m ain story lines and structures are presented and 
in terpreted  and an overview section where the implications for the evaluation process 
w ithin the psychotherapy service are considered. Extracts from the data are used to 
illustrate interpretations w ithin the analysis. Quotation conventions include the use 
of square brackets which contain clarificatory inform ation or generic replacement 
term s and empty brackets show where m aterial has been omitted. Participants’ real 
names have been replaced with pseudonyms throughout the report and m aterial has 
been presented in a way that accords due respect to the protection of participants’ 
anonym ity and confidentiality (Morse, 1998).
Analysis
Suminary of Background Information
Six women and three men took part in the study. In term s of age, one was between 20 
-  29 years, four were between 40 -49 years, three w ere between 50 -  59 years and one 
was between 60 -  69 years. Five described themselves as employed, three said tha t 
they were caring for dependents and one was retired. Seven reported tha t they were 
m arried, one reported bemg divorced and one reported being single. Eight described 
themselves as white and one as ‘mixed race’. In term s of the ir experience of therapy 
w ithin  the service, eight participants said tha t they had taken all the sessions offered 
to them  and one participant had ended the course of therapy prem aturely. Three said 
tha t in  the ir opinion, the course of therapy had finished earlier than expected and six 
said th a t it had finished when they had expected it to. Of the nine participants, six 
reported that they were taking prescribed m edication specifically for the illness 
com plaint that had led to their referral for therapy before the therapy itself began. Of 
these, four said that they were still taking the same medication (at the tim e of 
interview ) and two said that they had now stopped taking it. Seven participants 
indicated that this was their first experience of individual psychological therapy and 
two reported long-term histories of psychological difficulty and interventions -  one 
over a period of forty-five years and the other over a period of more than  20 years. 
One of these had subsequently been referred to a secondary level m ental health care 
service. One other participant had also been referred to a secondary level service and
102
was attending therapeutic sessions w ithin tha t service at the time of the research 
interview.
The participant as patient
In the present study, participants' stories begin at the interface between their own 
experience of the illness complaint and the in terpretation  of the ir experience by a 
medical practitioner -  as patients in the GP's consulting room. Illness complaint here 
has been borrowed from Kleinman (1988) who defined it as anything that “patients 
and th e ir  families bring to the practitioner” (p. 5). As Woolfe (1996) noted, counseUing 
psychologists work with a focus on weU-betng ra th e r than sickness and resist the 
pressure to define client and research populations in term s of diagnostic categories. 
However, w ithin the NHS, the most recent docum ent detailing clinical practice 
guidelines for therapists (DoH, 2001) has w hat Albee (2000) called the “...disease 
model of m ental d isorders” (p. 248) at its core. Thus practitioners working in the NHS 
m ust engage w ith this taxonomy, however an tithetical it may be to them.
People seeking help w ithin the NHS m ust also engage w ith the nomenclature of 
disease and the refiguring of their experience in  those term s (Kleinman, 1988). To 
have a grasp of the meanings that may have already been attached to the illness 
complaints before participants arrived as clients in  therapy, the experience of referral 
for each participant is sum m arised below. In response to the question can you tell me 
a little bit about how you ended up coming to meet w ith [the therapist]?, participants 
gave the following replies:
I started  getting panicky feelings again [ ] had a talk  w ith [my GP] about it
and he put me on these tablets [ ] also got a referral through the doctor to
see [the therapist]. (Ted)
I originally went because I was suffering w ith m igraine quite a lot [ ] and [my 
GP] just said tha t I wasn’t fit for work. I d idn’t  realise that there was anything 
the m atter really at that time. I d idn’t th ink  I needed help [ ] [my GP] noticed 
th a t I’d got other problems. He couldn’t put me on antidepressants...because
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of the m igraine tablets [ ] the two don’t  mix. (Stephanie)
I came to the doctors w ith a stomach upset [ ] and he talked to me for a while.
[ ] He asked me a question and I ended up crying my eyes out in there [ ]
He told me he thought it was depression [and] told me to go away and th ink
r
about going on the tablets [she did go on the tablets] and also mentioned the 
counselling. (SaUy)
It came out of being unable to handle the stress [at work] [ ] and that m eant 
coming to the surgery and a course of antidepressants. [My GP said] T tend 
to be more of a tablet man, but there are  two courses of action, tablets or the 
therapy sessions’ and I said ‘well, could I try  the therapy as well?’ (Clive)
I came to see [my GP] [ ] because I couldn’t, I can’t cope w ith [recent painful 
life events]. I feel extremely drained and he suggested seeing someone.
(Monica)
I came to see [my GP] because I was going to w ork and getting so stressed 
and panicky. He put me on [tablets] and said th a t there was a counsellor now 
a t the surgery who I could see too. (ReUy)
I’d been experiencing bouts [ ] of depression and on-goiug malaise [ ] I’d 
gradually weaned myself off antidepressants [ ] I sort of felt ra ther than resort
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to that sort of route again, I’d ask if there was any possibility of seeing a 
counsellor. (Mike)
I’d had some symptoms tha t had really w orried me and I came to have 
them  checked out [ ] I had all the tests I needed and [ ] they all 
came back negative and everything was fine [ ] I rem em ber sitting there 
when [my GP] was telling me this and I ju s t started  crying [] all the things to 
do w ith my m um  [Jean had been caring for h er infirm  mother] came 
bubbling up. [My GP] mentioned the counselling and asked if I’d like to try  it 
and I said yes. (Jean)
[Following lengthy relationship difficulties] I th ink  I went to work and my 
friend said ‘oh’ [ ] and I ju st burst into floods of tears so she carted me off 
down to the doctors and [ ] he said ‘yes, you know you’re  obviously 
depressed [ ] do you want some pills?’ I said ‘no, I don’t w ant to take any pills’ [ 
] then he said ‘do you thhik counselling would help?’ So I said I’d ra ther give 
tha t a go than  [ ] start going to the bottle and taking drugs. (Astrid)
From  the outset, participants talked about the offer -  or in  one case request -  for 
psychotherapy as an  alternative or as a com plem entary strategy alongside ‘tablets’ in 
the treatm ent of the ir illness complaints. Only one participant made no reference to 
‘tablets’ during the interview. Kleinman (1988) argues that “[fjor the [medical] 
practitioner, the patient’s complaints (symptoms of illness) m ust be translated into 
the signs of disease” (p. 16) and this reconfiguration of the health problem “creates a 
new diagnostic entity, an “it” -  the disease” (p. 5). F rank (1995) identified a num ber of
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culturally preferred narratives in contem porary culture which included the 
‘restitu tion’ narrative. An exemplar of this, he said, was contemporary medical 
practice as it “incorporate[s] the m odernist expectation that for every suffering there 
is a remedy” (in Crossley, 2000, p.l69). It could be hypothesised then that when 
participants leave the role of patient in the consulting room and take on the role of 
client in the psychotherapeutic process, they have the template for a valued end point 
(recovery) and m ain story line (treatm ent for the “it” or disease) already in place.
The participant as client in the therapeutic process: The themes identified 
from the data.
Accepting that participants’ whole stories o f  the therapy are in themselves outcomes of 
the experience of therapy, to analyse them  in term s of beginning, middle and end and 
focus on the end as more representative of outcome was nonsensical. However, using 
Gergen and Gergen’s (1988) five components o f well form ed narratives, it was possible to 
identify in  participants’ stories, different trajectories of movement through an 
evaluative space. That is, in the selection and ordering of events in the service of a 
valued end point, the end point was made more o r less probable. Gergen and Gergen 
(1988) classified narrative forms into three rudim entary  types: stability narratives in 
w hich an individual rem ains essentially unchanged w ith respect to a given end point 
or goal state, progressive narratives which indicate movement along the evaluative 
dim ension in an increm ental way and regressive narra tives which are indicative of 
décrém entai movement w ith respect to the end point. Valued end points  common to 
all participants’ stories included ‘recovery’ (in relation to the illness complaint) and ‘a 
good opinion of the therap ist’. These are fu rther considered in The experience o f  
recovery and Having a good opinion o f  the therapist sections below. Ted encapsulated 
these valued end points  in his opening response during  the interview  when he said:
It done me a lot of good. I was quite happy w ith  her. She was [ ] about one
of the best I’ve seen to be honest w ith you.
And the overall tone of participants’ accounts revealed eight of them to be 
predom inantly ‘satisfied’ (positive) and one to be predom inantly ‘disappointed’ 
(negative). Tone here was identified using Crossley’s (2000) definition, that is, the 
content of the story and the form or m anner in  w hich it is told. The greater 
proportion of positive tones here reflects the finding th a t levels of reported satisfaction 
following psychotherapy range between 80% to 95%, although such high levels have 
typically been treated as a fault in the psychometric properties of the satisfaction
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instrum ents used (Berger, 1983). Similarly, to leave the present analysis at this level 
would not be an accurate reflection of the evaluative complexity of the stories told by 
participants.
The experience of recovery (focus on the self in relation to the illness 
complaint).
With respect to this valued end point, two participants’ accounts could be classified as 
progressive narratives (Gergen & Gergen, 1988). T hat is, they linked together events in 
such a way to indicate that increm ental “...movement along the evaluative dimension 
over tim e” (p.24) had occurred in therapy and was still occuring at the time of the 
interview. Sally’s story exemplifies this:
I didn’t  feel myself [ ] I felt so low and I’ve never been like it before.
She w ent on to describe her referral experience and also talked about the culture 
w ithin her own family as a way of understanding her own reluctance to engage in  the 
therapeutic process:
I’m not the sort of person who does let things out.
However, over tim e in the therapeutic relationship and through the specific skills of 
the therapist, SaUy reported that she “realised” w hat kind of a person she is and th is 
had helped her to understand why she had been feeling so low initially. She also 
described more recent events which illustrated how h e r behaviours had changed in  a 
positively valued way:
If anything happens now I deal w ith it now [ ] like showing emotion w ith my 
[partner] if anything ever happened, I would tu rn  cold and walk away [ ] the 
other night [ ] I ended up actually crying in  front of him  which is an unheard
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of sort of thing.
Approximately half way through the interview Sally says of the therapy:
It has made a difference. I’m hack near enough to my old self [ ]
[since the therapy ended] I’ve felt more strong in myself [ ] I’m off 
the tablets now [ ] I ju st feel I can deal w ith things.
And there is a suggestion th a t fu rther increm ents will be possible in the future:
If I can feel things getting to me I will talk  to someone [ ] [If I were to 
to experience some of the initial illness com plaints again] I th ink I’d 
know it was coming th is time instead of th inking I was going mad.
(SaUy)
‘Recovery’ for SaUy then was not only about ‘getting back to her old self, it was also 
about reaching an understanding of herself w hich had not been avaUable to her 
before the therapy it seems. F urther analysis of the data revealed that four other 
participants’ accounts were essentiaUy progressive narratives in relation to the initial 
illness concern. However, other ‘issues’ had arisen  for them  either as a function of the 
therapeutic process or from external sources tha t they felt they had not been able to 
look at w ithin the therapeutic model and/or the tim e avaUable to them. Selection of 
events from these experiences made a positively valued end point for the present 
therapy less probable in this respect. For example, Jean  had two concerns she wanted 
to look at in therapy but felt tha t those relating to her immediate environm ent 
necessarUy took priority  in the short time avaUable to her. Believiag that her other 
concern would require longer term  therapy and a different way of working, she said:
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It’s like if you have appendicitis, you don’t go and see the GP on a weekly 
basis to get pain killers [ ] you go and see a surgeon and have it removed.
Similarly, although Stephanie had positively valued the work done in  the therapy, she 
selected events in her story which described how a new therapeutic approach she was 
undertaking w ithin a secondary level setting was helping her to gain m ore insight 
into her difficulties:
I m ight have been more susceptible in the future I think w ithout going to the 
[hospital] because I th ink  I’ve been dealing w ith things wrongly [ ] I th ink  what 
I’ve learned at the [hospital] will help me to cope on a day to day basis better 
and r u  get more out of life because I w on’t  be looking on the dark  side all the 
time.
Possibly indicative of the tension between the medical model seemingly being, 
promoted in the secondary level service and the ways of w orking valued by the 
therapist, Stephanie concluded:
I th ink  if I hadn’t gone to the [hospital], if I’d ju st seen the [therapist], I 
probably wouldn’t have the insight tha t I’ve got. I w ouldn’t have [ ] as 
much insight into my personality [ ] tha t I m ight never have considered 
myself ill.
For Ted there seemed to be some evidence of a progressive narrative in relation to the 
illness concern which brought him  to use the psychotherapy service:
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I’ve been like this now for [ ] eighteen months but it is going down, it is 
getting a lot better.
However, the chronicity of his experience was not only reflected in the selection of 
events which referred to previous treatm ents and previous practitioners, it perhaps 
accounted for the dominance of the ‘restitu tion’ narrative evident in his story. He 
concluded:
I mean I can’t  say that I tried  everything she said [to make things better] 
because I tried  it before [ ] so I don’t dweU on w hat she said.
Ted’s story is more indicative of a stability narrative. That is, he rem ains essentially 
unchanged with respect to ‘recovery’ from his chronic illness complaint. Monica 
sim ilarly rem ains essentially unchanged in term s of her enduring difficulties and the 
selection of events about the therapy in her story seemingly serve to w ard off the pull 
of a regressive narrative:
I mean seeing [the therapist] has stopped me going over the top [ ] i t ’s 
difficult, ‘cos I do feel sometimes I’m going [mad] I’m really losing it.
ReUy seemed to present a desire for a progressive narrative (again, perhaps not 
unconnected to the dominance of the ‘restitu tion’ narrative and the medical model), 
but in selecting events which referred to a range of possible therapies other than the 
one of in terest in the present study, a positively valued end point became increasingly 
improbable. Towards the end of the interview she said:
n o
I hoped [ ] that I m ight’ve [ ] gone away sort of feeling a bit better, a bit more 
positive than I did [ ] and I thought the first [session] seemed quite sim ilar to 
the last one that we had.
As noted, Gergen and Gergen’s (1988) work points to the im portance of how  stories are 
told and they argue that well formed narratives are needed in daily life. Drawing on 
courtroom  testimony research, they conclude tha t “the use of narrative components 
would appear vital to creating a sense of reality in one’s accounts of se lf’ (p. 22). In 
keeping w ith Gergen and Gergen (1988), the present research stops short of saying that 
lives are narrative events but unlike them, does not accord w ith  the idea that 
narratives of the self are entirely  “possessions of the socius” (p. 18). Although 
participants’ accounts were given w ithin the context of a dyadic, largely unstructured 
research interview and th is undoubtedly influenced the content and style of their 
telling, this section has shown how it was possible to discern self-narratives (see 
Sally’s story, above) which can throw  light on psychological realities (e.g changes in 
h er behaviour) (Crossley, 2000).
Having a good opinion of the therapist (focus on the self in relationship with 
the therapist)
All but one of the participants’ story o f the therapy had a positively valued end point in 
term s of the relationship or working alliance w ith the therapist. Some, like Mike, 
focused on specific therapeutic skills:
[ ] right from the word go, I found her enormously f] empathetic, but very [ ] 
incisive in [ ] getting quickly to the point of [ ] w hat I was saying.
This allowed him  to feel very understood and comfortable w ithin the relationship. 
SaUy also pointed to specific skUls tha t had helped her to engage w ith the process:
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I don’t know w hether it was the way she asked questions or w hat it was 
but you end up talking to her anyway and w ithout realising it, it sort of 
puts things into place.
The selection of events pertaining to specific therapeutic skills in the service of a 
positively valued end point by these participants can be seen as evidence of the 
therap ist’s high level of skill. In addition, the observation adds support to the body of 
work -  such as Howe’s (1993) research review -  which foregrounds the working 
alliance in characterising successful outcomes for clients. O ther participants selected 
events which described more personal qualities of the therapist in the service of a 
positively valued end point. Monica said:
[She’s] been like a rock [ ] I find it very difficult to tru s t people [ ] and at first I 
put a b arrie r up. [She] got through tha t b a rrie r [ ] she understands me you 
know [and] I tru s t her a heU of a lot.
In comparing the therapist w ith the many th a t he had seen previously, Ted said:
[ ] I’ve seen some really rough ones, loads of rough ones [ ] there was m ore 
intimacy w ith [her] [ ] I could just sit down and listen and talk to her.
The selection of these kinds of events, which make a positively valued end point more 
probable, accord w ith with Howe’s (1989) findings th a t clients’ satisfaction ‘verdicts’ 
prim arily  relate to the quality of the encounter between clients and the therapist. The 
three m ain client concerns he identified -  to be engaged, to understand and to be 
understood -  also seem to be reflected in the stories told by participants here.
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Overview
Overall, the present findings have highlighted the complex nature of outcomes in 
psychotherapy as they are represented m the present participants’ narratives. 
Although valued end points may be relatively easily identified, these may be more 
indicative of dom inant cultural narratives -  such as the ‘restitu tion’ narrative -  than 
of clients’ subjective experiences. Thus to use them  in isolation as a way of evaluating 
services is inappropriate. It is likely that they could, for example, be responsible for 
the sorts of ‘social desirability’ responses th a t clients give when faced w ith service 
evaluation questionnaires. P arry  (1992) stressed the need for patient-focused 
assessm ents in judging w hether a service is successful and suggested ‘acceptability’ 
and ‘efficacy’ as appropriate domains for these assessments. In line w ith dom inant 
positivist traditions, she urged practitioners to pay close attention to the 
psychometric properties of the questionnaires used to m easure satisfaction and to 
consider the use of a battery of standardized tests to m easure outcomes. The glass 
slipper looms large again and the idea of subjecting clients to a battery of 
psychometric tests as part of the therapeutic process is conflictual w ith the ways of 
w orking underpinning counselling psychology (Woolfe, 1996).
The present approach does offer a more comfortable and bespoke alternative and also 
provides data on both acceptability and efficacy. However, any conclusions draw n 
from the present data set m ust be tentative in the light of questions about how 
representative participants’ experiences are of the experiences of prim ary care 
psychotherapy clients in the NHS.
The data set consisted of stories o f  the therapy from  adults, w ith the youngest in the 
age bracket twenty to twenty-nine years and the oldest in the age bracket sixty and 
over. Most participants, however, were between the ages of forty and fifty-nine. All 
participants were volunteers who had been selected and approached in collaboration 
w ith the therapist, although the potential participants did include those whom the 
therapist believed may not have evaluated the experience positively. Given that 
positive tones characterised all bu t one of the accounts, it is possible that the three 
who withdrew from the study when contacted by the researcher may have been less 
likely to use a positive tone.
A num ber of participants wondered how useful the ir accounts would be in term s of 
analysable data but all had welcomed the opportunity to give feedback about the ir 
experience personally rather than “simply ticking boxes on a sheet” (Astrid).
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Additionally, some commented on the therapeutic effect of simply being able to tell 
‘the ir story’ -in relation to the illness complaint - again. Ted commented “[I]t’s nice to 
talk to somebody about it, even strangers, because it does help me at the end of the 
day”. This accords w ith the view tha t storytelling in itself is therapeutic and that 
individuals who experience illness concerns feel a powerful urge to be heard (Frank, 
1995). Similarly, and in support of Howe’s (1993) more comprehensive work On being 
a client, the findings of the present study reflect the particular therapeutic sequence 
he identified. “Clients have a story to tell about the ir experiences of counselling and 
therapy. When the m ain points are abstracted and placed in narrative order, the 
following themes emerge, themes which have the potential to reveal some of the 
deeper rhythm s of hum an interaction:
1. Accept me; accept you.
2. Understand me; understand you.
3. Talk with me; I w ant to make sense; I w ant to be in control; I w ant to feel 
worthwhile; I w ant to look forw ard” (Howe, 1993, p. 13, original emphasis).
Thus the present study represents a very prelim inary exploration of clients’ 
perspectives in  relation to the evaluation of outcomes in  psychotherapy. It has 
employed a  qualitative analytic technique little used in outcome research to date and 
was driven by a desire to “engage in a more structu red  exam ination of [therapeutic] 
w ork” (Woolfe, 1996), “designed and conducted in  the sp irit of the ways of working 
em phasised in Counselling Psychology” (BPS, Division of Counselling Psychology, 
1998, p. 7). Returning to the plight of Cinderella’s step-sisters, the present study 
represents an attem pt to produce a last from w hich more comfortable footware may be 
fashioned, footware tha t allows different stories to emerge and coexist.
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A ppendix  1
Information Sheet for Volunteers
Title of project: Outcomes in counselling: What do clients’ post-therapy narratives 
reveal?
Brief introduction to the researchers
Patricia Monk: I am now nearing the end of my second year of training in Counselling 
Psychology at the University of Surrey. I have a particular interest in the client’s experience of 
counselling and the use of this kind of information to develop more appropriate ways of 
evaluating counselling services in the National Health Service (NHS) in Britain. My 
supervisors for this project are Dr. Adrian Coyle and Dr. Riccardo Draghi-Lorenz. Adrian is 
joint course director and Riccardo is a lecturer and research supervisor at the University of 
Surrey.
Dear volunteer,
You have been given this information sheet because you have recently has some contact with 
a counselling service running in your G.P’s surgery and you also expressed an interest in 
taking part in this project. As part of the evaluation of any counselling service, it is important 
to hear the opinions and views of those who have used it. In my research I am interested in 
finding out about people’s own accounts of therapy, that is, what brought them to therapy in 
the first place, their experience of the therapy itself and the outcomes that they take away with 
them once therapy has finished. 1 am, therefore, writing to ask if you would help by allowing 
me to interview you and by sharing your particular account of therapy with me. The project 
has received ethical approval from the University of Surrey.
The interview will take place at your G.P’s surgery and should last for up to one and a half 
hours. The purpose of the interview is to allow you to talk freely about your experience of 
therapy so you will not be asked a series of set questions by me. but rather I will be aiming to 
arrive at an accurate understanding of your account. In this way the interview may feel a bit 
like a therapy session. However, there are also important ways in which it will be different 
from a therapy session and you should be aware of the following;
• The interview will be tape recorded.
• 1 will use some of what you say in the tape recorded interview in my research report.
• The research report will be read by my supervisors and examiners and may also be read 
by a number of other people involved with the service including the counsellor and the
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G.P who referred you. However, taking part in the project will not in any way affect your 
chances of receiving referrals for counselling in the future.
• The research report may be put forward for publishing, meaning that it could be read by 
anyone.
Your confidentiality will be protected by removing the names of people and places that may 
connect what is written in the report with you. The tape recorded interview will be kept in a 
secure place at all times and it will be put into written form as soon as possible after the 
interview. At the end of the project the actual tape recording will be destroyed.
It might be that when you start to talk about the difficulties which brought you to therapy in the 
first place, you may feel upset or have some painful memories reawakened. You do, 
however, have the right to stop the interview and/or withdraw from the study at any point 
should you wish to.
If you would like to take part in the study, 1 will contact you by telephone to arrange an 
interview date (but please tell your therapist how you would prefer to be contacted if you do 
not want to be telephoned). Please do not hesitate to contact me or my supervisor with any 
questions you may have about the project.
Patricia Monk Dr Riccardo Draghi-Lorenz
Trainee Counselling Psychologist Research Supervisor
Department of Psychology Department of Psychology
University of Surrey University of Surrey
Guildford Guildford
Surrey GU2 7XH Surrey GU2 7XH
Telephone: 01483 876914 (direct line)
A message can also be left with the departmental secretary Kay Hambleton at the University: 
telephone: 01483 879176 e-mail: K. Hambleton@surrev.ac.uk and 1 will get back to you as 
soon as possible.
Thankyou for taking the time to read this information sheet. I very much look forward to 
meeting with you in the near future.
Yours sincerely
Patricia Monk
(Researcher and Counselling Psychologist in training)
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A ppendix 2
CONSENT FORM
I the undersigned voluntarily agree to take part in the study Outcomes in counselling: What 
do clients’ post-therapy narratives reveal?
I have read and understood the information Sheet provided. I am aware of the nature and 
purpose of the study, and of what I will be expected to do. 1 have been advised about any 
possible ill-effects on my well-being which may result. I have been given the opportunity to 
ask questions on all aspects of the study and have understood the advice and information 
given if I did ask questions.
I understand that any data derived from an individual participant will be treated in accordance 
with the Data Protection Act (1998). I agree that 1 will not seek to restrict the use of the results 
of the study on the understanding that 1 will remain anonymous.
I understand that 1 am free to withdraw from the study at any time without needing to justify 
my decision and without prejudice.
Name of participant ...............................................................
(BLOCK CAPITALS)
Signed .................................. ............................
Date .................................
Name of researcher  PATRICIA MONK.
(BLOCK CAPITALS)
Signed
Date ..................................
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Background information Appendix 3
Participant number: 01
Please mark the relevant box or write down your response to each question.
Q1. Age: 19 & under O  2 0 -2 9  0 30 -  39 0 4 0 - 4 9 0  50 -  59 0 6 0 - 6 9 0  
70 & over O
Q2. Sex: Male O Female O
Q3. What do you consider your ethnicity to be?  .........................................
Q4. What do you consider your employment status to be? ...........................................
Q5. What do you consider your employment status to be? ...........................................
Q6. In your estimation, how many therapy sessions did you have?..................
Q7. In your opinion, did you have all the therapy sessions offered to you?
Yes D No D
Q8. In your opinion, did your course of therapy finish: 
c) when you expected it to D  
c) earlier than you expected it to D  
c) later than you expected it to D
Q9. In your opinion, who decided when your therapy would finish?
a) I did □
b) my therapist did D
c) me and my therapist decided together D
d) other D  please specify_____________________________ _
Q10. Were you taking any prescribed medication before the therapy started?
Yes □  No D
if Yes, please give the name of the medication_____________________
Q11. Are you taking any prescribed medication now? Yes D  No D
if Yes, please give the name of the medication_____________________
Q12. Was this your first experience of psychological therapy? Yes D  No D  
If No, please give a brief history of your experiences below:
(continue overleaf if necessary)
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A ppendix 4
The pilot interview
A pilot interview was conducted w ith a colleague who agreed to talk  about a discreet 
experience of therapy that she had undergone a num ber of years ago. At the end of the 
interview an opportunity was given for her to feedback about the procedure. 
Comments which helped to inform the research interview s proper included:
• Having less structure to the interview -  allowing participants to choose the ir own 
direction for the ir story (within the bounds of beginning -  what led to their 
referral for therapy?, middle -  w hat was the experience of meeting with the 
therapist like?, and end -  w hat from the experience of the therapy had they taken 
away with them?).
• Keeping my input to a m inim um  - allowing participants enough time to reach 
the ir own end points ra ther than constricting the ir story flow and only 
commenting to sum m arise, confirm and reflect back w hat was being said.
The pilot participant said tha t the scene-setting exercise had been useful in enhancing 
the recall of aspects of the therapy tha t had been im portant (like when the therapist 
had moved seats to sit next to her on one occasion). She also said that the interview 
had been quite an enjoyable experience as it had brought to mind some useful 
strategies tha t had been developed at the time.
From  a very provisional analysis of the tape recorded interview, some interesting 
observations were made. These included:
• The way the presenting illness concern (depression) did not feature again in this 
form after the beginning section and no reference was made to it in  relation to 
descriptions of outcome.
• The middle focused on particular attributes of the therapist (skills, techniques) 
and to the quality of the therapeutic relationship.
• The end was difficult to distinguish from the middle. When I asked what had been 
taken away from the therapy, it seemed th a t the answ er had already been given as 
part of the middle section.
Note: The same colleague acted as a ‘credibility check’ during the analytic procedure 
phase.
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A ppendix 6
Unis
28 June 2001
Ms Patricia Monk 
Trainee Counselling Psychologist 
Department of Psychology 
University of Surrey.
University 
of Surrey
Guildford
Surrey GU2 7XH. UK 
Telephone
+44(0)1483 300800 
Faosimlle
+44(0)1483 873811
Registry
Dear Ms Monk
Telling stories: Whnt do clients’ nost-thernnv narratives reveal nbout outcomes 
in psychotherapy fACE/2001/31/Psvchl
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol (and the subsequent information supplied) and has approved it on the 
understanding that the Ethical Guidelines for Teaching and Research are observed. For 
your information, and future reference, these Guidelines can be downloaded from the 
Committee’s website at http://www.surrev.ac.uk/Surrev/ACE/.
This letter of approval relates only to the study specified in your research protocol 
(ACE/2001/31/Psych). The Committee should be notified of any changes to the 
proposal, any adverse reactions, and if the study is terminated earlier than expected, 
with reasons.
Date of approval by the Advisory Committee on Ethics:
Date of expiry of approval by the Advisory Committee on Ethics:
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Advisory Committee on Ethics
cc: Professor L J King, Chairman, ACE
Dr A Coyle, Supervisor, Dept of Psychology'
Mr R Draghi-Lorenz, Supervisor, Dept of Psychology
28 June 2001 
27 June 2006
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A ppendix 7
One interview transcript
1. Interviewer What I’ve been asking for initially  is for people just to set the
scene really about the beginning of the story, what brought you to meet 
with [the therapist].
2. Participant Right. Well, it would have been last year urn, most probably
(I’m not very good with dates) towards the end of last year -  it’s hard to 
explain. I didn’t feel myself, um, didn’t want to do anything, didn’t want to 
literally be there any more, sort of thing. I didn’t actually come to the 
doctors for, like, anti-depressants or knowing anything. I thought half 
knew, um, it was depression as such because I felt so low myself and I’ve 
never been like before.
3. Interviewer Right, right.
4. Participant I’m quite a happy-go-lucky person and the way it changed was
odd to me but it was odd to my parents as well. It wasn’t me any more. I 
didn’t want to do anything. I didn’t want to go shopping or going out with 
my friends was too much. I didn’t want to go to work. I came to the 
doctors with a stomach upset.
5. Interview er Right, right.
6. Participant Pains in my stomach -  and they talked to me for a while and
um, they sort of said what they thought it was. I think I was off work then 
as well. They told me they thought it was depression, um, they explained, 
asked me how I felt, if anything had changed and they sort of told me that, 
told me to go away and think about going on the tablets and also 
mentioned the counsehmg as well that 1 could go for. I was a bit shocked 
when they said about going on the tablets and that. Because my family’s 
quite a strong family and something like that isn’t the done thing. So I 
went away, thought about, spoke to my mum about it and in the end I 
came back, went on the tablets and the doctor, as a benchmark, asked me 
out of 1 to 10 how I was feeling and every time I visited them after that, 
that was a sort of guide to how I was.
7. Interview er Um, um.
8. Participant They put me down to go for therapy and at first the thought of it
was a bit odd. Didn’t want to talk to anybody sort of thing.
9. Interview er Right.
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10. Participant Um, and then the first session I came here, um, it’s hard to
describe. I mean talking like this now, I’m not the sort of person who does 
let things out anyway.
11. Interviewer Right.
12. Participant And coming to see [the therapist], and just for some reason, I
don’t know whether it was the way they asked questions or what it was, 
but you end up talking to them anyway and without realizing it, it sorts of 
puts things into place: Why things are working out the way they are. Um, 
and a lot of things that basically 1 pushed to the back of my head and didn’t 
want to deal with, sort of, were the cause of why I went down so 
dramatically.
13. Interviewer Right.
14. Participant I don’t really know what you want me to...
15. Interview er You don’t really need to go into those things that maybe would
be very painful to re-visit all that stuff, yeah, um but I think what I’ve 
picked up so far is a sense, a kind of sense of reluctance in some way on 
your part initially, or feeling that things were a bit odd, or that things 
didn’t fit in some way.
16. Participant Yeah, I mean there was one session where things [the therapist]
said, was teUing me, well not telling me but talking to me about, was some 
sort of realization and it upset me coming back from one of the sessions. It 
was more an upset of actually realizing that I was still playing on my mind 
and things weren’t as well as I was trying to make out and it was sort of at 
that point, it sort of makes you freer to a certain extent, um, like my 
parents are, always have been very strict but have always been very 
protective of me, but have always been very strong characters. So in my 
family you’re not supposed to show emotion, you’re not supposed to cry 
and I think about three or four times in these sessions I was crying and 
inside ‘ that’s not done’ sort of thing. So I suppose in a way, it just makes 
you stop and think and it brings things out that you’ve not tried to 
remember any more sort of thing.
17. Interview er Right. ‘Cos I know when you started sort of saying that you’re
the type of person that doesn’t, you know, didn’t talk about things and
doesn’t talk about things and yet by the way the therapist was asking 
questions, you ended up talking anyway.
18. Participant Yeah.
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19. Interviewer There was something sort of you know, right there in the
relationship early on which sort of brought things out in a way that you 
felt you could actually...
20. Participant Yeah, I suppose it’s, I don’t know how to describe. It’s sort of as
if knowing someone’s there, they’re listening to you not judging you and I 
suppose yeah, they can see it a different way, whereas you’ve never looked 
at it any other way or you’ve put it way so you don’t have to think about it. 
You’ve got someone in front of you saying well it meant this, or that’s the 
way they see it. They sort of repeat back what they think you’re 
describing and when you hear someone else saying it back to you it 
suddenly sort of makes alarm bells ring and you realize what’s been going 
on for the last three years. So it has made a lot of difference. Um, one -  the 
job I’m in at the moment - 1 work with men and er, every single one of 
them has got an ego the size of a tower block, sort of thing and no-one’s 
ever wrong. I’ve been there now about two years and when I first started 
there they left me alone for the first three or four months. Just pure 
reading, not doing anything. They weren’t ready for me to be there sort of 
thing.
21. Interviewer Right.
22. Participant And then from that 1 was thrown in from every end possible to
learn [a particular skill] and at the end of the day it was a horrible 
environment to work in. It’s still a horrible environment to work in. It’s a 
horrible place to work, but what I was doing before was ‘It must be me. I’m 
at fault, there’s obviously something wrong with me, why I can’t fit in 
with these people and that’. But just having time to talk here, it’s sort of 
getting things in proportion and suddenly realizing -  yeah, 1 don’t get on 
with these people but maybe it’s not just a case of that I’m the only one, 
you know, that maybe they aren’t that easy to get on with sort of thing. 
And er, it’s sort of like stepping back out of things and just seeing things a 
lot clearer.
23. Interview er Right.
24. Participant I thought that when I had the doctor’s tablets, that made a
difference straight away because it was as if I couldn’t focus on things. 
Instead of, when I first went to them everything was black sort of thing. 
There was no escape. There was no need for any of it. I didn’t want to be 
anywhere. I mean it was that extreme sort of thing. I went on the tablets
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and it was -  you can deal with these things, you can focus. But it wasn’t 
right. I didn’t want to go out, um, I could deal with going to work and that, 
but not to the extent of really wanting to get up and go. It was a case of 
while you can do this, you go in sort of thing. Talking to [the therapist], 
it’s a case of -  you stop and you sit back and you think well is this really 
important and why am I getting upset about this. It’s just a new way of 
looking at things.
25. Interview er I suppose what I’m picking up from what you’re saying is that
there may be a sense of space that wasn’t available in other areas in your 
life to look at things in a different way or to have a different sort of 
commentary or input on what you were saying. There was a greater sense 
of clarity about things.
26. Participant But it’s more a case of.....I’m sorry (vacuum cleaner very loud in
background) -
27. Interview er I’m really sorry about this -  it seems really intrusive.
28. Participant Yeah -  from talking to them I realized I was the sort of person
that has to be m control of everything. Everything has to be perfect. And 
um. it’s hard to sort of say stuff without going into what was happening in 
the past but basically my mother and father had two children before me 
and gave them up and lived here. At the time um, in here, 1 came to terms 
with the fact that I don’t get why they gave them up. As far as I could see, 
there was no reason but I sort of have come to terms with that now 
whereas before I couldn’t deal with it. My brother came looking for me 
and that’s the reason they told me because he was going to find me. That 
was when I was 21 and at the time I went and saw him and that was it -  
end of story. No-one ever talked about it again. It was left. 1 don’t see him 
and that was the end of it. Until 1 came here and didn’t realize how much 
that was affecting me. A) for feeling guilty for not having anything to do 
with him but also not being able to come to terms with my parents because 
as far as I was concerned, they were the most perfect people in the world, 
so they’d let me down and betrayed me. But because I hadn’t actually sat 
down and talked to my mum about it, actually braved it and said ‘why 
have you done this’ sort of thing, it sort of festered at the back of my head 
and that as well as, last year I got engaged and things happened the year 
before where I was going out with someone who I told things to that I 
hadn’t told people and they let me down. So it was all trust. And just
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everything built up, getting a new job and I suppose it was just too much 
to take in at the same time.
29. Interview er Um.
30. Participant But since talking to [the therapist] I went home and for once
actually talked to mum about it and it was just on a different level. Like 
why did you do it? I don't agree with what they did but 1 can see now that 
it wasn't something that they did for no reason. At the time they thought 
they were doing the right thing and so it’s made a lot of difference there. 
It’s just been a build up of so many different things and like 1 say, things 
from the past that I hadn’t dealt with. Um, I do know what triggered it off 
in the first place, but like I say I think it was just too much altogether. 
Dealing with it all. It’s um, I suppose it’s not as though I’ve got anything 
left, lurking around in my head sort of thing. If anything happens now, I 
deal with it now. Like, um, showing emotion with my boyfriend. If 
anything ever happened, I would turn cold and walk away sort of thing. 
And the other night, I can’t even remember what it was about, I ended up 
actually crying in front of him which is an unheard sort of thing. So 
things have changed - 1 suppose it’s just letting things out as they happen 
instead of letting it build up, bottling things inside.
31. Interview er Right. 1 suppose the way you’re talking about these things, they
come across as seeming quite positive or you’re quite pleased that those 
things have happened. Just on the face of it, listening to you sort of say ‘I 
actually cried’, you sort of think well -  maybe crying is, you know, you 
might not classically think of it as a benefit. You know what I mean? 
What you’re saying is that in some ways there’s a sense of being freed up 
or some of it came to me that as a new strength. I suppose I was thinking 
in terms of actually going home and facing your mum like that.
32. Participant Yeah. Things like that were never talked about in my family. It
was a subject that was closed sort of thing. And basically facing it and 
talking to her. Because at the time when it actually happened, it happened 
so fast and it was, you know, one minute he was there, the next minute he 
was gone. That was it. No-one else talked about it. You know, I didn’t 
know dates, I didn’t know anything but just going home and sitting down 
and talking with her. I mean at first she was defensive about it, you know 
guilt. She feels bad about everything but after talking to her for a bit, it 
was a sort of conversation instead of you know, her thinking I’m sort of 
attacking her sort of thing. But yeah, it has made a lot of difference.
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33. Interviewer I suppose it was because you said it was when you left the
session here you went home and kind of did that. I suppose I’m linking the 
two in terms of the strength coming from that counseling session. It 
seemed to be, the way you said, it was almost you know, it was interesting 
T came from this session and I was able to do that’.
34. Participant Yeah, because it’s like apart from that one time coming out of
here, it’s like a sense of release, sort of thing, getting out of your system. 
Because another thing, I don’t talk to people. I mean I wouldn’t talk to my 
boyfriend. You know, just whereas other people rush in when there’s 
something on their mind they go off on one and say about it and 
everything like. I wouldn’t. I’d just bottle it up and no-one would ever 
hear about until most probably I’d snap and the lot would come out in one 
go which is not healthy but it’s just a case of like I say, talking to the 
therapist and yeah, just feeling as though you’re being listened but also 
the answers they come back with. It’s not so much telling you but like I 
said, coming back with what she thought you said. It makes you stop and 
think about what was actually going on. And yeah, coming out the 
sessions and thinking about my brother and thinking that I didn’t know 
anything and you know, maybe it was time for me to ask my mum. So, 
yeah, it did make a lot of difference around things like that.
35. Interviewer Um. I mean it seems like a big thing for you to be here talking
to me.
36. Participant Yeah, yeah, (period of silence followed).
37. Interview er So you came along on a weekly...
38. Participant Yeah, I think we did it every two weeks. When the sessions
started it wasn’t a case of ‘well we’re going to talk about this’ - like a chat 
and it would grow into something. It seemed so easy to talk instead of 
sitting there thinking ‘what am I going to be asked sort of thing’. Yeah, 
definitely made a difference.
39. Interview er So I suppose if I’m looking at it from the start. In the sense that
it was a stomach upset in some ways and OK you had feelings yourself 
that something wasn’t right. You weren’t yourself and depression was 
something you’d thought about.
40. Participant Yeah, I say it’s a stomach upset and 1 went to the doctors with a
stomach upset and when I actually got in there, I can’t remember how it 
started. They asked me question and I ended up crying my eyes out in
133
there. It felt as though 1 couldn’t go on any more. I couldn’t face going to 
work. It’s a hard thing to remember now but it just feels as though you’re 
completely pressured down and you can’t move. There’s nothing that you 
can do or you want to do and at the weekends I was virtually waking up in 
the morning and getting straight back in bed because I couldn’t even face 
getting up. I’ve never been like that. I mean now I’m the opposite. I get up 
at five o’clock in the morning and I’m up and about doing things.
41. Interviewer Right.
42. Participant It has made a difference. I’m back near enough to my old self.
43. Interviewer And do you... I suppose another thing I’m interested in is maybe
how people see what they came with as ülness or, in a sense you come to 
the GP because you’re ill or whatever and depending on the sensitivity of 
the GP, whether they recognize that there’s something more going on and 
asks the sort of questions that brings a response. ‘Clearly things are not 
right with me’. I mean do you have an idea that you were ül. I mean what 
you said was that at the time there were so many things and the weight, it 
was just too much.
44. Participant Yeah. At the time I actually thought I was going off my head. I
thought I was going mad.
45. Interview er Right.
46. Participant It took a couple of sessions of coming here for [the therapist] to
"actually make me believe that I wasn’t mad. I was a normal person just 
with problems. Yet 1 was convinced that I was off my head and you know, 
there was something seriously wrong with me. I had visions of me being 
locked up or something. But again, it’s not something my family talk 
about. It’s sort of hidden. Like there’s something wrong with her. I must 
admit I didn’t see it as an illness and basing it on what I grew up with, it 
was a case of ‘oh well you’re being stupid’ sort of thing. There’s nothing 
wrong with you. But that’s hard to believe. I mean one minute you’re 
shouting and the next minute you’re huddled up and won’t talk to anyone 
and I really did think I was losing the plot and I don’t ever want to feel like 
that again.
47. Interview er Right.
48. Participant It’s a bad way to be so... I don’t know if that answer’s it or not.
49. Interviewer Mmm. I suppose, is there an ending to the story. I mean in
some ways it does feel like you’ve achieved a huge amount really.
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50. Participant Yeah. I mean to be honest, the sessions, when you’ve finished,
yeah. I’ve felt more strong in myself, um, [the therapist] said I could come 
back when I wanted to, if I needed to sort of thing. I’m off the tablets now. 
I’ve been off them for the last two weeks and yeah, I get down like 
everyone else but there’s a difference to being down and thinking ‘oh this 
is stupid, why am I getting upset with this?’ and getting on with it to how I 
felt before. I just feel I can deal things. If I can feel things getting to me, I 
will talk to someone. 1 mean I talk to my mum now, even if it’s just a rant 
about ‘oh it’s stupid, this person did that’ sort of thing. It’s just like I 
realized that I can’t bottle it up any more. 1 can’t expect to deal with 
everything all by myself sort of thing. And I don’t try any more to do that. 
You know, if I realize I’m not going to get something done today well OK 
then I’ll do it tomorrow sort of thing.
51. Interviewer Is that something a little bit about feeling you’ve got permission
to you know, take the bottle top off sort of thing. That it is OK.
52. Participant Yeah. It’s been like.... there’s been a couple of times where I’ve
been in tears with my mum. And it’s normally a case of being frustrated 
with something at work or whatever. But the fact is that I do it, you know. 
And now she doesn’t respond with ‘stop being stupid’ or whatever. She’ll 
talk to me about it and I’ll answer her back and just by doing that I feel 
better whereas before it would have been a case of that was it -  I’d shut 
down and not talk to anyone sort of thing. It’s just finding ways of 
managing life I suppose on a daily basis and yeah, I most probably get 
miserable and upset again. I just don’t think I can go back as far as I did 
before, well I hope I don’t anyway. But again, 1 think I’d know it was 
coming this time instead of thinking I was going mad.
53. Interview er So there’s something about self-awareness there from looking
in depth at the way you were and what life was like -  that that’s made you 
more or that you say you’d probably realize if you were heading down.
54. Participant I think, yeah, it’s realizing that things do hurt you and things
can get to you and you have to deal with them. You can’t just put that to 
the back of your head and think ‘oh well I’U forget about that for now’ 
because it will come back again. That is basically what happened to me. I 
let too many thmgs...pretend they didn’t happen, you know, and all the 
way through, they’re in the back of your head going ‘ you know you’re 
going to have to deal with this, sort of thing’. I just kept ignoring it and 
when there’s too much of that left, it’s eating you up. You know you can’t
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think straight any more because you got too much going on anyway even 
if you don’t realize it.
55. Interviewer Yeah, it sounds almost as if you’re having too many
conversations with yourself instead of other people.
56. Participant It’s like shutting down.
57. Interview er Yeah, it’s something about you know, freeing up and giving up
rather than bottling up and keeping it in, um, and in terms of what, I 
mean, you know, there’s a lot you've told me about how it’s different I 
think. Are there things that specifically you’ve taken away from the 
experience of counselling, do you think?
58. Participant Yeah, I think, um, from what I actually thought it was going to
be like, the experience of actually going through with it was actually a 
good thing. I did have visions of sort of being probed about your life and 
sort of what and how you felt about your father, as you get from TV and so 
on, but it wasn’t like that at all. It was a person talking to you and helping 
you sort of realize who I was I suppose and that I am worth something and 
that I have got things that I can deal with instead of letting things keep 
going and just taking time out for myself 1 suppose.
59. Interview er Um, um. And are there any bad outcomes -  I mean not
necessarily bad but not good or...?
60. Participant I cry more than I used to but I don’t see that as a bad thing. No I
don’t think so. I mean I don’t know about other cases, but in my case, 
yeah maybe I’m more aware of having to face things and maybe not letting 
things slide so much that way, but that’s not such a bad thing either I don’t 
think.
61. Interview er So it’s sounds a bit like getting reminded of your
responsibilities, that sort of thing.
62. Participant Yeah, and a feeling that you have to look after yourself, which a
lot of people don’t. No, I wouldn’t say there was anything.
63. Interviewer Is there anything else that just comes into your head to say or..
64. Participant No, not really.
65. Interviewer What’s it been like coming here? If you can talk about it.
66. Participant It’s quite funny actually, being back in the room. I must admit I
used to love looking forward to it. I remember had one session or before a 
session something happened and it sort of dragged me down again. I sort 
of let it get me straight by the throat and start pulling me back down. But
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when I came here and saw [the therapist] it sort of helped me deal with it 
so then walking back out after that and feeling that ‘oh yeah, I can deal 
with it, it wasn’t a bad thing’. Yeah, it was just having someone to talk to 1 
suppose, because at the time, I think the doctor asked me as well if there 
was anyone 1 could talk to about things but at the time I didn’t think I 
could talk to anybody. It just felt like I was on my own. So yeah, I think it 
did make a big difference, just having her here and being able to say 
whatever I liked and actually realizing I could say whatever I liked so it 
did make a lot of difference to me being like this now. I think the tablets 
would, on their own, most probably have seen me through but I don’t 
think I’d have realized as much as I did by coming here, specially not 
about my brother and dealing with it. I’d most probably have gone 
through the rest of my life with it and it would most probably have 
dragged me back down after I came off the tablets straight away sort of 
thing.
67. Interview er There’s something really about kind of dealing with something
head on, you know, kind of face to face with something almost, sort of.
68. Participant Or just realizing it’s there. Maybe not so much dealing with it
but knowing that is there and it is something big instead of ‘oh no that’s 
nothing you can talk about so..
69. Interview er Right, right.
70. Participant And then not being surprised when it does come out and leap
out and give you a bit of a scare, that sort of thing. So being prepared. 
Just knowing that not everything can be perfect and not expecting to be 
that way so...
71. Interviewer Um, um, I mean, so do you accept that life kind of can be, sort
of, you know, imperfect?
72. Participant Yeah, yeah.
73. Interviewer But, I mean, you know, it’s been really helpful to me to have
that account, and really interesting. It’s difficult, a one-off thing like this 
and there’s some really difficult and painful stuff which you’ve touched on 
again today...
74. Participant It’s quite amazing the amount of stuff we did go through in the
sessions and if I started going into it it would b e  there’s quite a lot of it
so...
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75. Interviewer Does it feel OK to leave it there? (participant nodding). The
focus for me today - on the understanding that that kind of stuff did take 
place -  has been on what it feels like now for you. That's what’s important 
for me to hear really.
76. Participant It’s been good -  OK?
77. Interview er Yeah....tum it off now.
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^Making a shoe that fits': The development of an individualised questionnaire 
to evaluate outcomes in a primary care counselling service.
A bstrac t. To date, the tools available to evaluate therapeutic outcomes have been 
mostly fashioned from a positivist view of science and a medical model view of hum an 
distress. This contrasts starkly w ith the ways of working emphasized in counselling 
psychology -  where respect for the personal, subjective experience of the client is 
foregrounded and the pursu it of innovative methods in the assessm ent of therapeutic 
practice is promoted. Thus, the present study represents an attem pt to employ such 
innovative methodology in the development of a therapeutic outcome measure. 
Moreover, the m easure was developed for use by an individual therapist in the 
context of the ir specific NHS work setting and was constructed around the reported 
experiences of the ir own clients. The initial stages of the development of a self­
completion questionnaire for use post-therapy are described. A pilot questionnaire 
containing 28 items was devised following a  content analysis of narrative data 
collected from the therapist's clients during a preceding qualitative study (Monk, 
2001), w ith subsequent item  analyses informed by Rust and Golombok’s (1999) 
guidelines on how to develop psychometric questionnaires. 30 respondents who were 
judged as ‘seen by the therapist’ completed the pilot version of the questionnaire. 
Item analysis was used to reduce the num ber of original items to yield a final version 
of the questionnaire containing 10 items. A discussion of the methodological 
strengths and lim itations is presented as well as a consideration of how useful such an 
evaluation tool is to a counselling psychologist working in the NHS.
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Introduction
In my train ing as a counselling psychologist I have had clinical placements in the 
N ational Health Service (NHS) for two out of the three years of the course. I spent my 
first year working in prim ary care and final year working as a member of a 
Community Mental Health Team (CMHT). Whilst the focus for me was very much 
about developing my own therapeutic skills and m arrying theory w ith practice in my 
work w ith individual clients, I also became increasingly aware of the sorts of demands 
on practitioners em anating from the organizational setting. In particular, the 
demands generated by the overarching framework of clinical governance, with its 
subsum ed components of clinical effectiveness, evidence-based medicine and clinical 
audit -  each designed to promote and m aintain quality throughout the range of 
clinical services offered by the NHS (Chambers, 1998). It also became apparent that 
the professional practice guidelines developed w ithin th is fram ework reflected the 
continuing dominance of a positivist view of science and a medical model view of 
hum an distress (Garelick, 2000). C urrent clinical practice guidelines for psychological 
therapies and counselling are structured around diagnostic categories of m ental ül 
health and make treatm ent recommendations on the basis of a hierarchy of research 
evidence (Department of Health, 2001). In this h ierarchy the highest ranked -  or most 
formal - evidence comes from a meta-analysis of Randomised ControUed Trials 
(RCTs). No m ention is made of qualitative or phenomenological studies other than a 
reference to ‘descriptive studies’ at level five of the six classifications on offer, just 
above ‘experts’ opinion. Thus, the idea that “[ejvidence-based practice rests largely, 
but not exclusively, on formal research evaluation” (Roth & Fonagy, 1996, p. 49) 
continues to inform the way that psychological therapies are delivered (or ideally 
delivered) m the NHS.
W hüst counselling psychologists are also expected to em b race . a structured 
exam ination of their work (Woolfe, 1996), positivist science and the medical model of 
hum an distress are not the stances that generaUy inform  th e ir way of working. 
Indeed, it has been argued that it is the promotion of a human-science paradigm  -  
emphasizing respect for the personal, subjective experience of the client and the 
pursu it of innovative, phenomenological methods for understanding hum an 
experience (Division of Counselling Psychology, 1998) -  which has been in part 
responsible for the rise of counselling psychology as a profession in  B ritain (see box 
1).
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Box 1: The ways of working that characterise the profession of counselling 
psychology in Britain (adapted from Woolfe, 1996, pp. 4-10).
• The focus on the helping relationship: •
The effectiveness of therapeutic help is related to its embeddedness within a 
meaningful relationship characterised by empathy, acceptance and authenticity on the 
part of the helper.
• Adoption of a Humanistic value base:
A reaction against the medical model, towards an interactive alternative in which the 
helper acknowledges the separateness and uniqueness of the individual and aims to 
understand the client’s inner reality from the position of ‘being with' him or her.
• A focus on well-being rather than sickness:
Crises and problems are seen as normative human experiences. A holistic 
view of the client is taken with an emphasis in therapy on examining emotional and 
mental health with reference to life-cycle position, lifestyle and relationships.
• The recognition of the need for a scientific basis for counselling:
Not anti-science but occupying a pivotal position between positivism and 
phenomenology which promotes methodological plurality.
Although Woolfe (1996) highlights the need for counselling psychologists to occupy a 
pivotal position between positivist and in terpretiv ist research paradigms, it has been 
argued th a t the sort of knowledge that is already helping counselling psychologists to 
understand key aspects of the ir work -  such as the therapeutic relationship -  derives 
mainly from  a qualitatively-based form of analysis (SpineUi, 2001). Furtherm ore, to 
advance as a profession and to distinguish itself from those already existing 
professions in psychology and psychotherapy, counselling psychology m ust first 
“clarify ju st w hat kind of notion of ‘scientist-practitioner’ it adopts, espouses and 
seeks to develop” (Spinelii, 2001, p. 11). Arguably, there is little to distinguish 
counselling psychologists from other healthcare psychologists in the NHS other than 
their underlying philosophy and view of science (Corrie and Callahan, 2000; Ryder 
and Shülito-Clark, 1998).
Corrie and Callahan (2000) advise counselling psychologists to draw on a range of 
methodologies to investigate the ir practice, but also note tha t NHS commissioners 
should be made more aware of the multiple types of psychological evidence th a t exist. 
That should naturally  include the evidence generated by innovative, dialectical and
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phenomenological approaches as well as by quantitative methods (p. 423). Looking 
again at current clinical practice guidelines (Department of Health, 2001) however, 
this stance towards psychological evidence does not appear to have been taken up by 
the British Psychological Society (BPS)-led, multi-disciplinary guideline group which 
produced them. In brief, where does this contradiction leave the individual 
counselling psychologist practising in  the NHS? This question provided the personal 
motivation behind the present study. Cognizant of the need for structure and rigour 
in the exam ination of therapeutic practice; aware of the increasing emphasis on the 
dem onstration of efficacy and cost-effectiveness at an organizational level in the NHS; 
and conversant w ith dom inant paradigms of research and hum an distress from my 
general training as a psychologist and my recent experience w orking in the NHS, the 
question for me became how would I  go about assessing the effectiveness o f my work in 
this context? And moreover, how would I do it in a way tha t reflects “the sp irit of the 
ways of w orking emphasised in Counselling Psychology “ (BPS Division of 
Counselling Psychology, 1998, p. 7)?
Many of the ‘exam ination tools’ currently  available have been developed from w ithin 
a positivist view of science and a medical model view of hum an distress. Common 
examples include global standardized measures such as the Symptom Checklist-90-R 
(SCL-90-R; Derogatis, 1993) and standardized m easures targeting specific presenting 
problems such as the Beck Depression Inventory (BDI; Beck et al., 1961). I do not mean 
to suggest that it is only counselling psychologists who struggle to reconcile the 
nature of the work they do w ith the tools available to m easure it. As Roth and Fonagy 
(1996) point out, “for many therapists, [the] reduction of outcomes to a series of scores 
is unsatisfactory because it fails to capture the complexity of th e ir w ork” (p. 20). 
Thus, individual practitioners attem pting to examine the ir work using such tools may 
find themselves feeling like Cinderella’s ungainly step sisters -  try ing to force their 
foot into a glass slipper which does not fit, w ith much of w hat they use to stand up on, 
left out (Monk, 2000). Counselling psychologists, w ith the ir multi-method training, 
however, are perhaps weU placed to craft more appropriate and comfortable footwear 
for the therapeutic practitioner in the NHS.
Encouragingly, NHS policy m akers have also made reference to the need to develop 
research methods that are applicable for use w ithin clinical settings, particularly  in 
the area of clinical audit (Chambers, 1998; Kendell, 1995; Parry, 1992; Wtnyard, 1995). 
Parry  (1992) argued tha t due to the poor external validity of traditional psychotherapy 
research, to use them  as bases for audit and evaluation at the level of everyday service
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provision is inappropriate. Instead, complementary strategies are needed which can 
take account of the “perspectives of patients, purchasers, service managers, referrers 
and practitioners” (p. 3). As part of the process of audit and evaluation it is likely that 
m any psychology services have some form of evaluation tool or practice -  that 
practitioners feel comfortable using - to routinely record and measure the 
effectiveness of the psychological interventions they provide. However, these 
evaluation procedures rarely reach the public domain as part of the published 
lite ra tu re  on outcomes. This is perhaps part of a more general trend which sees 
counselling psychologists largely rejecting the task  of doing system atic research 
(Woolfe, 1996). McLeod (1994,1999) notes that only a few practitioners have published 
the ir findings and tha t in general, “ftjhe m ajority of studies are disseminated as 
lim ited circulation reports and discussion papers, or are lodged in  college libraries as 
student dissertations" (1994, pp. 5-6).
Richards and Chapman (1998) reported on the process of developing an evaluation tool 
for use w ithin the ir own psychology service and its subsequent adaptation for use 
w ithin a counselling service w ithin the same NHS Trust. D uring the initial 
development phase of the tool, the working party  accepted from the outset tha t in 
pursu it of user friendliness and the m easurem ent of outcome from the client's 
perspective, a compromise between scientific rigour and pragm atism  was needed. 
They subsequently produced a questionnaire, designed to be completed by clients both 
pre- and post-psychological intervention, together w ith a form  to record the 
psychologist’s assessm ent of outcome. However, the process they described was very 
much ‘problem  focused’ and there was little tha t reflected the sp irit and ways of 
w orking emphasised in  counselling psychology. Clients were asked to indicate on a 
seven point scale the extent to which they were upset or disturbed by th e ir problem; 
the extent to which they were coping w ith their problem; and the extent to which their 
problem  was interfering w ith their daily life. Additionally, they were asked to rate 
the frequency w ith which they had been visiting the ir GP and also to rate  how 
confident they were tha t the meetings w ith the psychologist would help them  to deal 
with the ir problem (and the extent to which the meetings had  helped them, in  the post- 
therapy version).
The advantages claimed for the questionnaire include its ease of use w ithin routine 
clinical practice, its sensitivity to changes in psychological functioning and its focus 
on the evaluation of the service by clients. The authors also note th a t the availability 
of the evaluation tool was one factor tha t led to a General Practice (GP) Consortium  
contracting with the T rust to provide its counselling service. Thus, in  light of the
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internal m arket of the early 1990s which still characterizes the NHS today (Corrie and 
Callahan, 2000; Richards and Chapman, 1998) and the associated importance of 
evidence-based practice, Richards and Chapman’s evaluation tool has much to 
recommend it. It seems then, that a ‘Puss in Boots’ approach could be the way 
forward. That is, by pulling on a pair of macho boots (using evaluation strategies) 
crafted from the stance of a positivist view of science and in  particular, a medical 
model view of hum an distress, you may obtain rew ards for your m aster (secure more 
contracts for your NHS trust) which in tu rn  m ay be passed to you (increased 
recognition and funding).
Heeding the NHS call for a greater focus on service users’ perspectives in clinical 
audit (Chambers, 1998; Kendell, 1995; Parry, 1992; W inyard, 1995), Monk (2001) 
conducted a qualitative study of outcomes w ith clients following an experience of 
brief therapy w ithin a prim ary care setting. The aim  was to investigate the nature of 
outcomes as they emerged from the ‘stories of therapy’ th a t clients told during 
counseUing-informed research interviews (Coyle, 1998). Overall, clients’ stories w ere 
characterised by an essentially positive or negative narrative tone. However, a 
systematic narrative analysis (adapted from Gergen and Gergen, 1988) revealed that 
each client’s story comprised a number of different story lines, each w ith an 
identifiable valued end-point (favourable or unfavourable) tha t was made more or less 
probable through the selection of events used to reach it. Story lines included those 
w hich described movement or change (or not) w ith respect to original symptoms, 
understanding and the development of capacities w ithin oneself, as well as those 
which described the perceived skiU of the therapist and the quality of the therapeutic 
relationship. Overall, the qualitative methodology tapped a broad range of 
participants’ experiences and the findings reflected the complex nature of therapeutic 
outcomes for individual clients.
The procedures used w ithin the qualitative study, however, were tim e consuming and 
would be difficult for the therapist to absorb into th e ir routine clinical practice. A 
more user friendly procedure is clearly needed. Thus, the present study represents an 
attem pt to develop an evaluation tool for routine use by the individual therapist I 
have been w orking coUaboratively with. It is not an attem pt to develop an outcome 
m easurem ent tool for use by therapists in general. In the term s of my footwear 
analogy, it is bespoke shoe making for the individual and the product is not designed 
to be mass produced for w ear by the general public. However, in keeping w ith the 
philosophical underpinnings of my trade, as well as reflecting the m terests and 
concerns of the therapist, the aim  is to construct a tool which is firm ly grounded in
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the experiences of clients. The task presented a considerable methodological 
challenge -  to craft footwear from the stance of a human scientist to be worn 
comfortably in the NHS, where glass slippers and Puss’s boots are very much in 
fashion.
Method
Context of the research -  the pilot psychological therapy service
The opportunity for the present research arose within the context of a pilot 
^psychological therapy service which was established in two GP practices in different 
areas of a County in the South East of England in January 2000. The project received 
funding for a two-year period - on condition that the service would be small scale, 
incorporating a number of ongoing evaluative procedures (the present study being 
one of these).
The two GP practices had been selected with reference to their representativeness of 
the socio-economic groups within the region. Using Jarman Indices measures, one of 
the two geographical areas covered was described as having ‘the lowest deprivation 
levels’ (Practice A) and the other was described as a ‘relatively deprived’ geographical 
area (Practice B). Within the psychological therapy service, one therapist had eight 
face-to-face contact hours with clients over two days. Their remit was to deliver brief 
therapy over six, weekly sessions to adults referred by their GP. A summary of the 
therapist’s training and key features of their personal philosophy of therapy are given 
in Appendix 1.
Population characteristics
A summary of the main population characteristics - by GP practice - is given in Table 
1 and an opportunity sample of GP referral letters (those held by the therapist ) was 
analysed in terms of reasons for referral and a summary is presented in Table 2. The 
therapist confirmed that this reflected in a representative way, the nature and 
prevalence of particular GP-defined difficulties in their overall client caseload.
 ^No distinction has been made between ‘psychotherapy’ and ‘counselling’ nor between ‘therapist’ and 
‘counsellor’. The terms are used interchangeably when referring to the pilot service.
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Table 1: Breakdown of the population by GP practice, gender and according to 
inclusion (‘seen’) and exclusion (‘not seen’) criteria.
GP Practice A GP Practice B
(figures rounded to nearest whole number) (figures rounded to nearest whole number)
Number referred: 72 (50% of total population) By Number referred: 73 (50% of total population) By
gender: Female 57 (79%); Male 15 (21%) gender: Female 51 (70%); Male 22 (30%)
Referral ratio: 4 Females : 1 Male Referral ratio: 2 Females : 1 Male
Number ‘seen’: Number ‘not seen’: Number ‘seen’: Number ‘not seen’:
26 (36% of those 46 (64% of those 38 (52% of those 35 (48% of those
referred) referred) referred) referred)
By gender: 20 Female By gender: 37 Female By gender: 30 Female By gender: 21 Female
(80% of those seen; 35% (80% of those not seen; (80% of those seen; 59% (60% of those not seen;
of females referred) 65% of females of females referred) 41% of females
6 Male (23% of those
referred)
8 Male (20% of those
referred)
seen; 40% of males 9 Male (20% of those seen; 36% of males 14 Male (40% of those
referred) not seen; 60% of males 
referred)
referred) not seen; 64% of males 
referred)
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Table 2: A summary of the reasons for referring patients to the counselling service, 
as given by GPs in their referral letters
Description of difficulty
Number of times difficulty 
appears in referral letters
• Depression (including post-natal depression) 16
• Adverse circumstances/environmental stressors 10
• Stress 8
• Relationship difficulties 8
• Depression and Anxiety 7
• Anxiety 5
• Physical Ulness 3
• Anger outbursts/mood swings 3
• Health anxiety 2
• Childhood sexual abuse 1
• Social phobia 1
• Alcohol problems 1
• Other 1
Number of letters = 39 (19 Practice A; 
17 ‘seen’ 3 ‘not seen’. 20 Practice B;
16 ‘seen’ 3 ‘not seen’)
Item Development
Rust and Golombok’s (1999, pp. 196 - 216) guidelines on how to develop psychometric 
questionnaires were used to inform the procedure adopted in the present study. Their 
fram ework for developing the questionnaire -  the test specification or questionnaire 
blueprin t - was modified to accommodate the present study's focus on ‘bottom-up’ 
methodology. Rather than creating items to fit particu lar content area/m anifestation 
cells (p. 197), a prim ary blueprint was constructed using the existing narrative data 
(Monk, 2001). Different ‘story-lines’ formed the possible content areas and the 
manifestations of content areas were developed from the events th a t participants had 
selected in order to teU a particular story, together w ith an evaluative end-point for 
each manifestation (see Appendix 2). Content areas considered most relevant to the 
purpose of evaluating outcomes (in particular, the change/movement content area)
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were then differentiated further to yield a secondary blueprint (see Appendix 3) which 
formed the main item development framework. Different weightings were then 
assigned to each of the cells to reflect the frequency with which particular 
m anifestations appeared in the narrative data (the greater the frequency of 
appearance of a particular manifestation w ithin and across client’s narratives, the 
greater the weighting). In addition, the therap ist also identified areas of in terest and 
im portance to them  -  related both to their own therapeutic practice and to the 
particu lar service setting. Specific questions the therapist wanted to ask emerged (see 
box 2) and these were either incorporated as one of the rated questionnaire items or 
asked separately on the form.
Box 2: Therapist-generated questions to be included in the questionnaire.
1. Who is influential in the decision to refer someone for psychological therapy?
2. Why do some people who have been referred for psychological therapy fail to take up their referral?
3. In what ways was the therapy useful to people?
4. I f  there were benefits from the therapy, have those benefits lasted over time -  beyond the end of the 
sessions?
5. Why do some people fail to attend the final therapy session?
Due to the small-scale nature of the service, the population of participants was also 
relatively small. Across the two GP practices, a total of 145 patients had been referred 
to the counselling service. Of these, 64 (44.14%) met the inclusion criteria  to be 
considered as ‘seen’ by the therapist (see table 3). In light of expected response rates 
and in pursu it of user friendliness, fewer items than  Rust and Golombok (1999) 
recommend (a m inim um  of 12 items per scale) were included in the pilot 
questionnaire. A final scale of around ten items was aimed for; therefore a pilot 
version comprising twenty-five to th irty  items was planned, in accordance w ith the 
recommended ratio of 2 : 1 (pilot : final version) items. In the end, 28 items w ere 
selected for the pilot version of the questionnaire (see Appendix 7).
Rating-scale items are the most widely used form in person-based questionnaires and 
w ere considered to be the most appropriate for the present scale of therapeutic 
outcome. The items were presented as statem ents to w hich participants were asked to
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Table 3: Participant inclusion and exclusion criteria developed for the present study
Inclusion Criteria -  considered as ‘seen’ by the 
therapist
Exclusion Criteria -  considered as not seen' 
by the therapist
Patients from the population who:
• Responded to the initial or subsequent contact 
by the therapist and made an appointment 
with the service.
• Attended the initial single assessment 
session.
• Attended at least one therapeutic session 
following the initial single assessment 
session.
• Met with the therapist identified in the 
present study.
Patients from the population who:
• Responded to the initial or subsequent contact 
by the therapist but did not make an 
appointment with the service.
• Made an appointment with the service but did 
not attend (DMA) the initial single assessment 
session and did not respond to subsequent 
contact made by the therapist.
• Made an appointment with the service but 
attended only the initial single assessment 
session.
• Did not meet with the therapist identified in 
the present study*.
*When the pilot service started (January 2000), two therapists were involved in the delivery of 
psychological therapy to clients, one in each of the GP practices. One therapist subsequently left the service 
and from July 2000, the therapist involved with the present study took all referrals to the service.
respond using a four point Likert-type scale com prising ‘yes, strongly agree’ (score 3), 
‘yes, agree som ewhat’ (score 2), ‘no, disagree som ew hat’ (score 1), and ‘no, strongly 
disagree’ (score 0) options, with scores allocated according to a continuous scale. A 
middle category option (e.g ‘uncertain’) was not included in an attem pt to eliminate 
the problem of indecisiveness. Thus the spread of options allowed strength of feeling 
to affect scores and the items were forced choice.
It can be seen in Table 7 that the questionnaire item s are predom inantly positive in 
the ir evaluative tone. This reflects the predom inantly favourable end-points of the 
story lines in the narrative source-data. In th is way the items rem ain an accurate 
representation of participants’ actual reported experiences and artificially created 
negative forms have not been included. Given the anonym ity of responses and the 
focus on individual experience, it is argued th a t the inclusion of m ainly positive items 
may control for possible social desirability effects - participants perhaps finding it 
easier to disagree w ith positive statements about the experience of therapy than  agree 
with negative ones. Participants were also offered the opportunity to create the ir own 
items and /o r to comment in a more open-ended way about the ir experience of the 
service. This follows StaUard, Hudson and Davis’ (1992) recommendation to include 
open-ended questions in consumer surveys of health  services in order to balance the 
high levels of overail satisfaction found when general ratings formats are used in 
isolation.
A research pack -  containing a participant inform ation sheet (see Appendix 4), a 
consent form (see Appendix 5), a demographic inform ation sheet (see Appendix 6), a
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copy of the pilot-version questionnaire (Appendix 7) and a freepost envelope for the 
easy re tu rn  of completed documents -  was then sent by post to aU patients who had 
been referred to the counselling service since it had been set up in January  2000. 
Although the focus of the present study is on the outcomes of therapy, in order to 
address the therapist's  question about why some patients who were referred for 
counselling did not take up the referral, it was necessary to contact the 81 (56%) 
patients who m et the ‘not seen’ criteria, as well as the 64 (44%) who met the ‘seen’ 
criteria. The ‘not seen’ sample were sent research  packs containing the same 
m aterials as the ‘seen’ sample. It was felt tha t because the questionnaire was 
constructed largely using the reported experiences of clients who had used the 
service, it may also act as an ‘inform ation leaflet’ - possibly helping to aUay some of 
the anxieties tha t may have influenced the ir non-attendance, and perhaps increasing 
the likelihood of th e ir attendance following fu ture referrals.
Ethical considerations
Ethical guidelines were followed throughout and particu lar attention was paid to 
issues of confidentiality and protection of participants (both clients and the therapist) 
(see box 8).
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Box 3: Summary of ethical considerations for the present study
Consent: All patients were informed of the pilot nature of the counselling service at the time of referral and that 
they may be contacted at a later date to give feedback on their experience of it.
Deception: There was no need to withhold information or to deliberately mislead participants.
Debriefing: Participants were given information about how to contact the researcher (and research supervisor) 
should they wish to discuss their experience of the research.
Withdrawal from the investigation: Participants’ right to withdraw at any stage of the research was made 
explicit to them from the outset (contained in the research pack information).
Confidentiality: Participants completed the questionnaires anonymously and their confidentiality was 
protected at aU times.
Protection of participants: Particular consideration was paid to the possible circumstances that participants 
may have been experiencing as a function of their position as patients referred to the counselling service. The 
procedures used in the study were designed in such a way as to minimize the risk of participants re-experiencing 
any associated distress. It was also necessary to consider ‘protection of the therapeutic relationship’ and the 
procedures used in the study foregrounded respect for the personal nature of the therapeutic process and the 
importance of the therapeutic relationship.
Giving advice: It was possible that when contacted, participants would seek advice about options for further 
therapy or ‘where do I go fi-om here?’ In collaboration with the therapist, it was decided that the researcher 
would contact the therapist to obtain the necessary information to pass on to participants. It was also possible 
that a participant may wish to complain about the service received. In collaboration with the therapist, it was 
decided that the researcher would again inform the therapist in the first instance, but would also direct anyone 
wishing to make a complaint to the practice manager in the surgery concerned as this was the formal procedure 
operating in both settings.
Results
Characteristics of respondents
145 research packs were sent out and a total of 43 (30%) were returned. Of these, 30 
were from those who were ‘seen’, 7 from those who were ‘not seen’; 3 respondents 
returned  incomplete documentation and 3 more had ticked the box to say that they did 
not w ish to complete the questionnaire. Thus, those available for analysis comprised 
47% of the ‘seen’ population and 9% of the ‘not seen’ population. The ‘seen’ sample 
size fulfilled the criterion for developing the questionnaire statistically -  that is, there 
was at least one more respondent than the num ber of items on the scale (28). A
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sum m ary of the background inform ation given by the respondent sample is shown in 
Table 4 below.
Table 4: A  summary of the background information given by respondents
Respondents ‘seen’ (N = 30) Respondents ‘not seen’ (N = 7)
13 Practice A, 17 Practice B 2 Practice A, 5 Practice B
Gender 3 Male; 27 Female 2 Male; 5 Female
Age Range = 21 to 68 years; Mean = 43 years 
(one respondent did not give their age)
Range 31 to 80 years; Mean = 51 years
Ethnicity
British N = 9; White (British) N = 7; 
White N = 6; White (Australian) N = I; 
White (European) N = 1; White (English) 
N = 3; English N = 1; European N = 1; 
Mixed Race N = 1
British N = 1; White (British) N = 1; 
White N = 2; English N = 2; Chinch of 
England N = 1
Employment
status
Employed (full time) N = 14; Employed 
N = 4; Employed (part-time) N = 3; 
Housewife/mother N = 5; Retired N = 3; 
Unemployed N = 1
Employed (full-time) N = 1; Employed N 
= 1; Housewife N = 2; Mother/Carer N = 
1; “Very Good” N = 1 (one respondent - 
did not give their employment status)
Marital status
Married N = 15; Divorced N = 5; Single 
N = 6; Separated N = 3; Widowed N = 1
Married N = 1; Single N = 3; “Settled” N 
= 1 (two respondents did not give their 
marital status)
Less than 6 months N = 0 Less than 6 months N = 0
6 -9  months N = 4 6 -  9 months N = 1
Time since 
referral
10 -13 months N = 7 10 -13 months N = 1
14 -17 months N = 3 14 -17 months N = 0
18-21monthsN = 8 18 -  21 months N = 3
22 -  25 months N = 6 22 -  25 months N = 2
Over 25 months N = 2 Over 25 months N = 0
First Yes N = 24 Yes N = 6
experience of 
being referred NoN = 6 No N = 1
Yes N = 4 Yes N = 0
Referred since 
time indicated
NoN = 26 No N = 7
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Item analysis
All num erical analyses were done using SPSS (Statistical Package for the Social 
Sciences) version 11. Although the items had been scored according to a continuous 
scale, responses were in the form of ranks and descriptive statistics revealed a non­
norm al (negatively skewed) distribution. A negative skewness value indicated a 
clustering of scores at the high end of the outcome scale and a positive kurtosis value 
indicated that the distribution was ra ther peaked (clustered in the centre), w ith long 
th in  tails. This was confirmed in the shape of the histogram  which also shows a 
superimposed norm al distribution of the scores (see Table 5 and figure 1 respectively). 
Thus it was appropriate to use non-param etric statistics for the item  analysis.
Each questionnaire item was analysed in  term s of its facility (a good item  is one for 
which different respondents give different responses) and discrim ination (in the 
present study this was the ability of each item to discrim inate respondents according 
to a m easure of favourableness regarding therapeutic outcome). Rust and Golombok 
(1999) advise tha t items w ith a facility index equal to or approaching either of the 
extreme scores for the item should not be included in the final version of the 
questionnaire and also that a good facility index should not simply be the result of 
everyone choosing the middle option. The facility index was calculated by summing 
the score for the item for each respondent, and then dividing this total by the num ber 
of respondents. Regarding discrim ination, it is advised th a t items should only be 
selected for the final version of the questionnaire if they m easure the same 
characteristics as the other items in the questionnaire. D iscrim ination values were 
calculated using Spearm an’s rho (rank order correlation coefficient) (see Appendix 
11).
Table 5: Summary of descriptive statistics for total outcome score data
Mean 61.72
Median 66
Standard deviation 14.24
Variance 202.71
Skewness -1.058
Kurtosis .904
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total outcome score
Figure 1 ; Histogram of total outcome scores with superimposed normal distribution
The higher the correlation between the item and the overall questionnaire the better, 
and a m inim um  correlation of 0.2 is generally required. The reliability of the scale 
was checked using Cronbach’s alpha coefficient calculation, A value of .96 (above the 
accepted value of .7) showed tha t the scale has good in ternal consistency for this 
sample.
On the basis of facility and discrim ination criteria  - together w ith a consideration of 
o ther factors such as the num ber of items required and how weU particu lar items 
reflected the secondary blueprint -  the 10 items for the final version of the 
questionnaire were selected (shown in bold type in  Table 7). Two items were modified 
slightly for greater clarity and items 2 and 8 need to be looked at together in  order to 
establish w hether a respondent believes themselves to have been ‘cured’ by 
counselling -  an agree response for item  2 and a disagree response on item  8 would 
suggest that the respondent does believe they have been cured by the counselling (see 
Appendix 8). A m easure of the reliability of the final version of the questionnaire was 
obtained using the split-half method - odd items correlated w ith even items - w ith an 
estim ate of reliability for the whole questionnaire obtained using the Spearman- 
Brown formula (see table 6). A m easure of the in ternal consistency for the final 
version of the questionnaire was also calculated, using Cronbach’s alpha coefficient 
and the value was above the accepted .7 level (see table 6). In light of the method used 
to construct the blueprint and the results of the ifem analysis, the questionnaire can 
be seen to have high face and content validity. However, given the individualized and 
contextualized nature of the questionnaire and the problem-focused nature of existing
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outcome measures (such as the General Health Questionnaire), criterion-based 
m easures of validity using the la tte r were considered inappropriate.
Table 6: Split-half reliability and Cronbach alpha (internal consistency) measures 
for the final version of the questionnaire
Pearson product-moment coefficient 
between odd and even items = . 81
Spearman-Brown calculation to give an 
estimate of reliability for the whole 
questionnaire ril =. 90
Cronbach alpha coefficient =. 88
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Table 7: A summary of the facility and discrimination values for each of the items on the 
questionnaire (items in bold type were selected for the final version of the questionnaire). Therapist­
generated items are italicised.
Questionnaire Item
Facility Index
(standard
deviation)
Discrimination
Coefficient
1. Just knowing someone was there, listening to me, not judging me, 
helped me with the way I was feeling 2.6(.81) .70**
2. I felt that counselling helped me to get back to my ‘old self 1.67 (.80) .70**
3. I experienced a sense of ‘release’ which helped me with the way I was 
feeling ,2.37 (.72) .65**
4. 1 realised that I wasn’t mad, just a normal person having problems 2.27 (.83) .67**
5. The symptoms I went to my doctor with originally, went away 1.17 (.83) .47*
6. I learned more about who I am and that helped with the way I 
was feeling 2.03 (.85) .70**
7. ‘Getting it out of my system’ helped me with the way I was feeling 2.47 (.63) .70**
8. I realised that I do have the capacity to deal with the things that come 
up in my life. 2.31 (.60) .49**
9. I was able to accept that the way I was feeling was normal under the 
circumstances 2.47 (.57) .57**
10. The symptoms I went to my doctor with originally didn’t go away but I 
was able to make more sense of why I was experiencing them 2.23 (.77) .33
11. I learned to look at my life flrom different perspectives 2.17 (.83) .53**
12. Being able to tell ‘my story’ to a professional helped me with the way I 
was feeling 2.45 (.83) .74**
13. Counselling helped me to put the way I was feeling into 
context 2.4 (.77) .72**
14. Knowing that the counsellor listening to me and talking with me was 
a trained professional helped me with the way I was feeling 2.37 (.77) .74**
15. Counselling didn’t ‘cure’ me but my original symptoms 
became less of a problem to me 2.1 (.71) .60**
16. Counselling meant that I wasn’t left alone with my difficulty 
and that helped me with the way I was feeling 2.23 (.68) .53**
17. My difficulties didn’t go away, but I felt better able to live with them 
after the counselling 2.13 (.68) .60**
18. I  believe that the positive effects o f the counselling will stay with 
me fo r  a long time 2.13 (.82) .80**
19. It felt like a conversation that I went away from feeling better than 
when 1 came in 2.2 (.71) .75**
20. The counselling helped me feel that I could ‘get myself back’ 2.0 (.77) .79**
21. Counselling helped me to look at developing the possibilities in 
myself 1.93 (.58) .59**
22. I found that talking with someone for an hour at a time about myself 
was a very positive thing 2.33 (.84) .61**
23. Compared with taking tablets for the way I  was feeling, I  think that the 
counselling will have longer lasting benefits for me 2.17 (.91) .70** ,
24. The counselling helped me to recognize that I didn’t have to cope 
alone with my difficulties 2.13 (.78) .45*
25. The counselling helped me to come to terms with the 
difficulties in my life 2.1 (.66) .72**
26. It helped to have confirmation from a professional that the way 1 was 
feeling was not unusual 2.53 (.63) .77**
27. The counsellor didn’t make me feel ill which helped. 2.33 (.71) .64**
28. I  think that what I have taken away with me from the experience of 
counselling will be long lasting. 2.2 (.76) .81**
Correlation is significant at the .01 level (2-tailed); * Correlation is significant at the .05 level (2-tailed)
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Discussion
The aim of the present study was to develop a user friendly outcome evaluation tool 
for routine use by an Individual therapist in the context of an NHS prim ary-care 
counselling service. The particu lar methodological challenge was to do th is in a way 
tha t reflected the spirit of the ways of working emphasised in counselling psychology 
-  tha t is, taking a hum an scientist stance and foregrounding respect for the personal, 
subjective experience of the client. However, in acknowledgement of the continuing 
dominance of a positivist view of science and a medical model view of hum an distress 
(Garelick, 2000) which inform curren t models of clinical governance and professional 
practice guidelines in the NHS, the questionnaire development process also reflected a 
‘Puss in Boots’ approach -  but not entirely. Although item selection was informed by 
accepted guidelines on how to develop psychometric questionnaires (Rust and 
Golombok, 1999), the ‘bottom-up’ approach to the construction of the blueprint 
frameworks ensured tha t Puss’s boots were crafted from the last of a hum an scientist 
and as a result were experienced as a more comfortable fit by the researcher. Feeling 
comfortable in their methodological footwear is particularly  im portant for 
counselling psychologists working in  the NHS for a num ber of reasons.
It is a  reflection of the underlying philosophy and view of science which distinguishes 
counselling psychologists from  other healthcare psychologists in the NHS (Corrie and 
CaUahan, 2000; Ryder and Shillito-Clark, 1998). This not only helps to clarify ou r 
identity m an environm ent which is increasingly moving towards the integration of 
services and complementary working practices (Ryder and Shillito-Clark, 1998), it also 
helps to clarify w hat kind of scientist-practitioners we are. As Spinelli (2001) argued, 
we need to do this if we are to advance fu rther as a profession. The findings from  such 
studies can be fed back to NHS commissioners -  making them  more aw are of the 
multiple types of psychological evidence tha t exist -  thereby allowing the voice of 
counselling psychologists to be heard in clinical governance forums. We need to be 
present and w earing our own shoes ra th e r than  Puss’s boots or Cinderella’s glass 
slipper when clinical practice guidelines are being developed and when services are 
being audited. However, in light of the stric t dress code of the NHS, we are unlikely to 
be let in wearing what might be our most comfortable footwear -  ‘Jesus-sandals’ 
amongst the leather boots and glass slippers -  thus a pivotal position between 
positivism  and phenomenology (Woolfe, 1996) would seem an advantageous one to 
take in the current climate.
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A rthur (2000), looking at the fit between therapists and the ir chosen model of practice, 
profiled practitioners from two m ajor psychotherapeutic orientations (psychoanalytic 
and cognitive-behavioural) and found distinctive personality and cognitive- 
epistemological tra it patterns associated w ith each orientation. As counselling 
psychologists we receive a thorough train ing  in a t  least two psychotherapeutic 
approaches -  my own train ing was structured around hum anistic, psychodynamic 
and cognitive-behavioural paradigms, but it was delivered under the overarching 
framework of integration. A rthur (2000) argued tha t a lack of fit between a therap ist’s 
personality and cognitive-epistemological style and the ir chosen model can lead to 
dissonance and distress and "result in the therap ist becoming disillusioned, burnt-out 
or even over-committed to their model" (p. 26). W hilst it is interesting to speculate 
about the orientation characteristics tha t m ight characterize counselling 
psychologists, the issue of ‘fit’ is of particu lar im portance here. The present study 
was motivated by the researcher’s concern for a fit between an underlying philosophy 
and methodology. Of greatest importance though, was the need for a fit between the 
focus of the study -  developing a setting-specffic tool w ith which to measure outcomes 
of therapy from the clients’ point of view and incorporating the concerns of the 
therapist who had worked w ith those clients - w ith how  th is process should be carried 
out. Whilst a pivotal stance to the methodology m ay have provided the best fit given 
the aim s of the present study, its lim itations are highlighted when it is evaluated 
using currently  accepted criteria -  which come from  stances lying on either side of the 
pivot (positivist : phenomenological), not on it.
From a positivist stance, it has been possible to construct a questionnaire informed by 
psychometric principles -  where items can be combined to produce an overall scale 
(Rust and Golombok, 1999), in this case, a scale of favourableness/unfavourableness. 
However, the product has been a one-off m easure of therapeutic outcomes which 
makes comparisons w ith other studies very difficult and “fails to contribute to the 
overriding need for comparative (i.e., normative) data” (Barkham  & Barker, 1996, p. 
97). In light of the Government’s recent drive to standardize the care tha t patients 
receive across different services and, moreover, across different NHS Trusts, not 
being able to dem onstrate tha t your outcomes are as good as your colleague’s or 
another therap ist’s from a different T rust is indeed a severe disadvantage. Similarly, 
in order to optimise the bespoke nature of the m easure, a num ber of compromises 
w ere made during the construction process.
Not least was the choice of a single outcome m easure designed to be adm inistered at 
only one point in tim e (post-therapy), with no quantifiable pre/post-therapy indicator
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of change included. This means tha t the outcome and the constraints of the 
questionnaire used to m easure it cannot be separated and indicates the over­
specificity and unreliability  of the m easure generally (Barkham and Barker, 1996). 
Reliability was further weakened by the adaptations made to take account of the 
participant population. The num ber of potential participants (the total num ber of 
clients meeting the ‘seen’ criteria) was small (N = 64) and the predicted response rate 
was relatively low - the service had been running  for over two years and for a large 
num ber of clients, the counselling had been experienced over a year or more ago -  
thus the whole process was scaled down. Concern for content validity and respondent 
compliance was foregrounded over reliability criteria  and th is impacted on the 
process in  a num ber of ways. Fewer items than  recommended were presented in the 
pilot version questionnaire and there was clearly a positive bias to those items. Rust 
and Golombok (1999) state that in  specifying b lueprin t m anifestations, it is im portant 
to ensure that different aspects of the content areas will be elicited. However, to 
reflect the source-data accurately, the decision was made to reta in  a positive bias and 
not include artificially created negative items. In an attem pt to balance out an overly 
positive response,, participants were given the opportunity to add the ir own items and 
to comment in a more open-ended way (StaUard, Hudson and Davis, 1992).
As expected, participants’ scores reflected the positive item  bias. Additionally, and 
compounded by the narrow  range of response options (the m inim um  four), items 
tended to receive the same response score w ith in  and across participants. Thus the 
design did not control for acquiescence and it was difficult to determine whether the 
facility indexes were a . reflection of the extent to w hich all respondents answ er an 
item in the same way or simply a reflection of the lim itations of the design. 
D iscrim ination m easures allowed for the exclusion of some items on the basis th a t 
they did not discrim inate respondents according to favourableness in relation to 
therapeutic outcome. However, following these exclusions, a large num ber of items 
with high positive correlation coefficients still rem ained available for selection. The 
choice of items for the final version of the questionnaire in  the end rested largely w ith 
the researcher and the associated bias m ust be acknowledged. Using the secondary 
b lueprin t content areas and allocated weightings, together w ith the knowledge of the 
storied nature of clients’ experiences gleaned from  the preceding qualitative research 
project, an attempt was made to include items from  across the range of reported 
experiences and to reflect a story structure (beginning-middle-end) in the presentation 
of those items.
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From a hum an science stance, Elliott et al (1999) have developed criteria to determine 
the publishability of qualitative research (see box 4). Although the methodology used 
here contravenes the fundamental principle of qualitative research by attempting to 
quantify human experience, it seems that some of the criteria are appropriate for 
evaluating the present study.
Box 4: Summary of criteria used to determine the publishability of qualitative 
research (adapted from Elliott et al, 1999, p.228-229)
Owning one’s own perspective: Authors disclose their theoretical orientations, 
personal anticipations, values and assumptions.
Situating the sample: Participants and their life circumstances are described.
Grounding in examples: Examples of the data to illustrate the analytic procedure used, 
and the understanding developed in the light of them are provided.
Providing credibility checks: Checks on credibility of categories, themes or accounts 
are made by asking original informants, other qualitative analysts, or by using other 
qualitative perspectives or ‘triangulation’ with external factors (e.g. outcome).
Coherence: Understanding fits together to form a data-based story/narrative, ‘map’, 
framework or underlying structure for the phenomenon/domain.
Accomplishing general vs. specific: General: based on an appropriate range of 
instances; Specific: systematic and comprehensive description of single cases to attain 
understanding.
Resonating with readers: Readers judge it an accurate account which has clarified or 
expanded their understanding of a phenomenon/domain.
Owning my own perspective has been a central feature of the present study. That is, 
my perspective as a counselling psychologist eager to assess my therapeutic practice 
in ways which fit w ith the particular nature and underlying philosophy of tha t 
practice, particularly in working contexts where other, more dom inant philosophies 
operate. The construction of the blueprints and the resulting questionnaire items 
were firm ly grounded in the narrative source-data. Thus a m easure of therapeutic 
outcome was developed as far as possible from the perspectives of clients. Although 
the original inform ants were not approached to check the credibility of content area
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categories, the therap ist involved and the psychiatrist who oversaw the pilot project 
were asked to give feedback on the appropriateness of the categories. In many ways 
the whole of the present study could be seen as providing a credibility check for my 
analysis of the narrative source-data (Monk, 2001). From  my own -  largely 
methodolgical -  perspective, a narrative map can be traced w ithin the report. The 
movement has been represented in a m etaphorical way using the idea of making shoes 
to fit the feet of counselling psychologists w orking in the NHS ra th e r than have us 
force our feet into ill fitting, but, long-accepted fashions. With respect to the main 
substantive topic however -  the development of a service^and-therapist-specific 
questionnaire -  coherence is lacking. There is a clash of narratives and the report 
feels diluted and lacking in rigour. Too small a sample, too biased in its design and 
too general in its definition of therapeutic outcome to be considered a good 
quantitative study -  yet also unable to be considered fruitfully using qualitative 
criteria. This I th ink  comes close to the ‘hesitant hybrid’ position tha t Spinelli (2001) 
coined to link the general tension w ithin psychology between scientific research and 
professional practice w ith the ‘uncertain identity’ of counselling psychologists as 
scientist-practitioners (p. 11). Perhaps it is precisely the discomfort of this uncertain 
identity tha t w ül resonate most w ith the counselling psychologists reading this 
report.
But was the questionnaire of any use -  was it good enough? Overall, the ‘seen’ 
respondent sample appeared to have no difficulty completing the questionnaire. 
There was very little m issing data and in light of the good response rate  and high 
proportion of participants’ own statements and comments, the questionnaire 
appeared to have been weU received by clients who had experienced counselling. The 
therapist-generated questions (see box 2) were also answered. Regarding the ir first 
question, responses showed tha t relatively equal num bers of those ‘seen’ regarded 
themselves (N = 8; 27%), the ir doctor (N = 13; 43%), and the ir doctor and themselves 
(N = 9; 30%) as influential in the referral decision. Although 6 of the ‘not seen’ 
respondents gave reasons for their failure to take up the referral, the very small 
num ber of respondents from this population overall (9%) m eant that far more 
rem ained unknown about them  than  known.
The item  development procedure and participants’ own statem ents and comments 
revealed some of the ways in which the therapy had been useful to clients. In 
addition, although 28 (93%) respondents indicated th a t overall, the experience of 
counselling had helped them  in their lives, the questionnaire also tapped some of the 
differential and complex nature of the experience. Items referring  to the effects of
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therapy lasting over a long time (items 18,23, and 28) were informed by the narrative 
source-data and were included in the main scale. Although item  18 was selected for 
the final version of the questionnaire partly bn the basis of its ability to discriminate 
between respondents, given that 53% (N = 16) of the ‘seen’ sample had experienced the 
therapy between 18 months and 2 years ago -  and shown a bias towards positive 
responses -  it could be argued tha t th is in itself provides some evidence of the lasting 
nature of the positive effects of therapy. However, respondents from the ‘seen’ sample 
who indicated tha t they had not .attended their final therapy session (N = 6; 20 %) all 
gave a reason which could be fed back to the therapist. Indeed, the inclusion of more 
open-ended, participant-generated response opportunities tapped a more general 
unfavourableness dimension not present in the questionnaire item s (see Appendix 9). 
It is suggested tha t additional, more negative items could be developed from this data 
for inclusion in  future versions of the questionnaire. Nineteen (63%) of the ‘seen’ 
respondents and six (86%) of the ‘not seen' respondents included the ir own item  
statem ents plus comments or comments alone. Comments and statem ents were 
grouped according to four m ain themes:
1. feelings/thoughts/expectations before the therapy started;
2. experience of the service provision/organisational structure;
8. characteristics of the therapist/therapeutic relationship/process of therapy;
4. representations of therapy held/taken away from  the experience.
(See Appendix 9).
The broad range of respondents’ themes is in keeping w ith the narrative source-data 
and the findings of the preceding qualitative research study (Monk, 2001). It also 
appears tha t the inclusion of both comments and statem ents options facilitated a wide 
range of ‘evaluative strengths’. The ‘favourableness’ of some personal comments 
seemed far greater than a ‘yes, strongly agree’ response to a positive questionnaire 
item. Similarly, a small num ber of respondents used the comments section to w rite 
about their experience of therapy in a storied way. They described how they felt at 
the start, how the process of therapy had helped them, and how they believed they 
were coping now w ith reference to their own particu lar difficulty and situation. This 
was suggestive of the narrative source-data and the coherence and richness of clients’ 
reported experiences at interview which had been lost in the m anipulation necessary 
to create the questionnaire items. Interestingly, the most unfavourable evaluations -  
particularly  those relating to the characteristics of the therapist/therapeutic 
relationship/process of therapy -  were presented as statem ents. Perhaps in adopting 
ithe researcher’s format, respondents felt less personally linked to the ir negative 
evaluations and more able to state them.
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If the present study were to be replicated, a num ber of im provements could be 
incorporated. Although the aim  was to produce a m easurem ent tool to be used in 
context (that is, to be given to clients who had been referred by the ir GP and who may 
or may not have also been prescribed medication for their difficulty), in order to link 
outcomes m  a more direct way with therapy alone, inform ation about clients' 
medication status would also need to be coEected. To improve the statistical analyses, 
a greater range of response options should be offered, and the inclusion of an 
‘uncertain’ option would also , reflect a greater com mitment to accessing client 
perspectives. AdditionaEy, the inclusion of reversed and /o r negatively-focused items 
(developed from respondents’ com m ents/statem ents) would help to control for 
response bias effects, thereby increasing the overaE reliabEity of the measure. Clear 
category options on the background inform ation form  would also help to prevent the 
differential interpretations made by respondents to some of the term s (e.g., ethnicity).
In conclusion, the present study has generated a ‘bespoke’ outcome m easurem ent tool 
for routine use by an  individual therapist w orking in  a specific NHS setting. WhEst 
the process has necessarEy involved considerable compromise and design flaws can 
be easEy identified, these have been fuEy acknowledged and the shortcomings have 
not prevented the generation of useful findings. The present study is perhaps best 
represented as the response to a methodological challenge and as an in itial step in the 
development of a questionnaire tha t can accurately assess the outcome of therapy 
from clients’ perspectives. Perhaps what has been most evident here is that “in 
carrying out an evaluation of counseUing practice, the researcher is continuaUy 
weighing up various options and trying to make decisions w hich are  defensible but 
not necessarEy ideal” (Barkham & Barker, 1996, p. 93).
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Appendix 1
A summary of the training, qualifications and personal therapeutic practice 
philosophy of the therapist in the present study.
M.A. in Psychotherapy and Counselling
School of Psychotherapy and Counselling, Regent’s College.
Member of: Society for Existential Analysis 
United Kingdom Council for Psychotherapy 
British Psychological Society
The therapist described them self as an integrative psychotherapist, draw ing on a 
wide range of theories in  the ir work. They directed me to a book chapter w ritten  by 
Emmy Van Deurzen-Smith (1990) on existential therapy to get an outline of the strong 
philosophical underpinnings of the ir practice, the way they conceptualizes the change 
process in therapy, and the principles and strategies guiding the ir practice.
The following are extracts from a personal statem ent w ritten by the therapist. 
Although it has a ‘psychodynamic bent’ (it was prepared for a particu lar situation 
which required this), the statem ent also sum m arizes some of the key features of the ir 
personal therapeutic philosophy.
I f in d  m yself hesitating to commit m yself to a ‘counselling philosophy’ and that made me 
have to think about why this should be the case. I  th ink it m ay be that I  am  
uncomfortable with the idea o f  any philosophy I  may have established being seen as 
static or finite. I  hope my way o f  working is constantly evolving and I  hope that can be 
reflected in both my work and this statement.
I  beligve that whatever one’s orientation, a therapist has to be prim arily concerned with 
the individual, the client. A n d  that above all our responsibility is to be devoted to that 
person within the boundaries and ethics o f  our profession, in a climate o f gentleness, 
respect and integrity. [Of the purpose o f  working psychodynamically with clients], we 
hope that inbringing experiences and feelings into consciousness that we make them less 
harmful, less powerful and that through this we help our clients achieve greater 
understanding in order to heal the past and make better, more informed choices about 
the future. I  hope I  do this with a degree o f  humility, a sincere desire to help and a 
rigorous pursuit o f  excellence both theoretically and clinically.
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MANIFESTATIONS (STORY EVENTS) WITH FAVOURABLE END 
POINTS (those in bold type appeared most frequently within and across client 
narratives and formed the bases for the questionnaire items)
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A ppendix 4
Information Sheet for Participants
Title o f project: The development of an individualised outcome evaluation tool in a 
primary care counselling service.
Brief introduction to the researchers
Patricia Monk: I am now nearing the end of my third and final year of training in Counselling 
Psychology at the University of Surrey. I have a particular interest in the client’s experience of 
counselling and the use of this kind of information to develop more appropriate ways of 
evaluating counselling services in the National Health Service (NHS) in Britain. My supervisor 
for this project is Dr. RIccardo Draghi-Lorenz, a lecturer on the course and someone who 
has been working with me in this area of research for the last two years.
Dear participant,
;
You have been contacted because you were referred by your doctor to the counselling service 
that has been running in your surgery. As part of the evaluation of any counselling service, it 
is important to hear the opinions and views of those who have used it and those who chose 
not to use it. Thus, selection of participants has been made on the basis of referral only. The 
questionnaire should take no more than ten minutes to complete.
The questionnaire items were developed from what people who had used the service told me 
when I interviewed them last year. Some of the questions, though, do reflect what the 
providers of the service think is important to know about. The purpose is to get a sense of 
your experience within the service and to discover the best format for a ‘final version’ 
questionnaire. Please note that it is in no way a test of you. It is a test of the questionnaire 
only.
Please also remember that all responses are treated in the strictest confidence and that your 
anonymity is protected at all times. The project has also received ethical approval from the 
University of Surrey. The final report will be read by my supervisor and examiners and may 
also be read by a number of other people involved with the service including the counsellor 
and the G.P who referred you. However, taking part in the project will not in any way affect 
your chances of receiving referrals for counselling in the future. In addition, the research 
report may be put forward for publishing, meaning that it could be read by anyone. To 
illustrate particular points in the report I may also quote directly from any written comments
Contd. ...
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you put on the questionnaire. You do, of course, have the right to withdraw from the study at 
any point should you wish to. Please do not hesitate to contact me or my supervisor with any 
questions you may have about the project.
Patricia Monk Dr Riccardo Draghi-Lorenz
Trainee Counselling Psychologist Research Supervisor
Department of Psychology ' Department of Psychology
University of Surrey University of Surrey
Guildford Guildford
Surrey GU2 7XH Surrey GU2 7XH
Telephone: 01483 876914 (direct line)
A message can also be left with the departmental secretary Kay Hambleton at the University: 
telephone: 01483 879 176 e-mail: K. Hambleton@surrev.ac.uk and I will get back to you as 
soon as possible.
Thankyou for taking the time to read this information sheet. I very much look forward to 
receiving your responses to the questionnaire and being able to report on service-users' views 
of counselling in the NHS at a local level. Please return the following completed items in the 
FREEPOST envelope provided (no stamp needed):
1. The Consent Form D
2. The Background Information Form D
3. The Questionnaire D
Yours sincerely
Patricia Monk
(Researcher and Counselling Psychologist in training)
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A ppendix 5
CONSENT FORM
I the undersigned voluntarily agree to take part in the study The development of an 
individualised outcome evaluation tool in a primary care counselling service.
I have read and understood the Information Sheet provided. I am aware of the nature and 
purpose of the study, and of what I will be expected to do. I have been advised about any 
possible ill-effects on my well-being which may result. I have been given the opportunity to 
ask questions on all aspects of the study and have understood the advice and information 
given if I did ask questions.
I understand that any data derived from an individual participant will be treated in accordance 
with the Data Protection Act (1998). I agree that I will not seek to restrict the use of the results 
of the study on the understanding that I will remain anonymous.
I understand that I am free to withdraw from the study at any time without needing to justify 
my decision and without prejudice.
Name of participant ............................... ..............................
(BLOCK CAPITALS)
Signed ................................................. ............
Date ...............................
Name of researcher  PATRICIA MONK.
(BLOCK CAPITALS)
Signed ....................................
Date .................................
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A ppendix 6
Background information
All good research studies need to give some details of the group of people who 
participated. Your responses will be ‘pooled’ with those from other participants so  
that I can state in my report what sample of people my results apply to.
Please indicate your response to each of the following questions by marking a box or 
by writing it down in the space provided.
Q1. Age (in years): ..............................
Q2. Sex: Male D  Female D
Q3. What do you consider your ethnicity to be? ...............................................
Q4. What do you consider your employment status to be? ...............................................
05. What do you consider your marital status to be? ...................... ........
06. In your estimation, when were you referred to the counselling service at your 
doctor’s  surgery (in months)? ...................................................
07. Was this your first experience of being referred for counselling? Yes D  No D
08. If you answered ‘No’ to 07  above, did you meet with the couselior following a 
previous referral? Yes D  No Q
09. Have you been referred for counselling since the time you indicated in your 
response to 06 above? Yes D  No D
010. If you answered ‘Yes’ to 09  above, did you meet with the counsellor following 
your most recent referral? Yes D  No D
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QUESTIONNAIRE (Pilot Version)
I would like to find out about your personal experience of the counselling service you were referred to 
by your doctor. There are no right or wrong answers and it is best just to answer each item, one after 
the other (starting with question 1 and working down the page), as quickly and honestly as you can.
Section One: About the referral
I know that it may have been some time,ago that you were referred to the counsellor but I would like you 
to try and think back to that time.
Note: It is possible that revisiting the experience may distress you. Please STOP here if you are 
concerned at all. Please tick this box if you do not wish to complete the questionnaire for whatever 
reason: D
If  you would like to make any further comments, please do so overleaf. _________________
01. Who was influential in the decision to refer you to the counsellor on this occasion? [tick one box] 
I asked my doctor if I could see a counsellor D 
My doctor suggested that I see the counsellor D 
My doctor told me about the counsellor and I wanted to try it D 
Another person (please specify) D
02. Did you meet with the counsellor following your referral? Yes D No D
If you answered ‘No’, it would be really useful to have some idea of your reason. Please write any comments 
below.
If you did not meet with the counsellor please STOP here. Thank you very much for taking the time to 
complete this section.
If you ^  meet with the counsellor please go on to Section Two of the questionnaire.
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Section Two: About the counselling
Q3. Did you meet with a female D or a male D counsellor?
Q4- Consider the following ten statements as they apply to  you and your experience of the counselling and for 
each one, place a tick in the most appropriate box.
.
Yes,
strongly
agree
Yes, agree 
som ew hat
No,
disagree
som ew hat
No,
strongly
disagree
1. Just knowing someone was there, listening to me, not judging me, 
helped me with the way 1 was feeling
2. 1 felt that counselling helped me to get back to my ‘old self
3. 1 experienced a sense of ‘release’ which helped me with the way 1 
was feeling
4. 1 realised that 1 wasn’t mad, just a normal person having problems
5. The symptoms I went to my doctor with originally, went away
6. 1 learned more about who 1 am and that helped with the v/ay 1 was 
feeling
7. ‘Getting it out of my system’ helped me with the way 1 w as feeling
8. 1 realised that 1 ^  have the capacity to deal with the things that 
come up in my life.
9. 1 was able to accept that the way 1 was feeling was normal under 
the circumstances
10. The symptoms 1 went to my doctor with originally didn’t go away 
but 1 was able to make more sense of why 1 was experiencing them
11.1 learned to look at my life from different perspectives
12. Being able to tell ‘my story" to a professional helped me with the 
way 1 was feeling
13. Counselling helped me to put the way 1 was feeling into context
14. Knowing that the counsellor listening to me and talking with me 
was a trained professional helped me with the way 1 was feeling
15. Counselling didn’t ‘cure’ me but my original symptoms became 
less of a problem to me
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Yes,
strongly
agree
Yes, agree 
som ew hat
No,
disagree
som ewhat
No,
strongly
disagree
16. Counselling meant that 1 wasn’t left alone with my difficulty and 
that helped me with the way 1 was feeling
17. My difficulties didn’t go away, but 1 felt better able to live with 
them after the counselling
18. 1 believe that the positive effects of the counselling will stay with 
me for a long time
19. It felt like a conversation that 1 went away from feeling better than 
when 1 came in
20. The counselling helped me feel that 1 could ‘get myself back’
21. Counselling helped me to look at developing the possibilities in 
myself
22. 1 found that talking with someone for an hour at a time about 
myself was a very positive thing
23. Compared with taking tablets for the way 1 was feeling, 1 think that 
the counselling will have longer lasting benefits for me
24. The counselling helped me to recognize that 1 didn’t have to cope 
alone with my difficulties
25; The counselling helped me to come to terms with the difficulties 
in my life
26. It helped to have confirmation from a professional that the way 1 
was feeling was not unusual
27. The counsellor didn’t make me feel ill which helped.
28. 1 think that what 1 have taken away with me from the experience 
of counselling will be long lasting.
Continued.
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Please add your own statements (and responses) about the counselling experience in the spaces below if  
you would like to. Continue overleaf if necessary.
Yes,
strongly
agree
Yes, agree 
som ew hat
No,
disagree
som ew hat
No,
strongly
disagree
Q5. Overall, did the experience of counselling helped you in your life? Yes D No D 
Q6. Did you meet with the counsellor for your final scheduled session? Yes D No D
If you answered ‘No’, it would be really useful to have some idea of your reason. Please write any comments 
below.
Thank you very much for taking the time to complete this questionnaire, 
if you would like to make any further comments, please use the space below.
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Final version questionnaire items
Yes,
strongly
agree
Yes, agree 
som ew hat
No,
disagree
som ew hat
No,
strongly
disagree
1. The counsellor didn’t make me feel ill which helped.
2. The symptoms 1 went to my doctor with originally, went away
3. Counselling meant that 1 wasn’t left alone with my difficulty and 
that helped me with the way 1 was feeling -
4. Counselling helped me to look at my life from different 
perspectives
5.1 felt that counselling helped me to regain a good sense of myself
6. 1 learned more about who 1 am and that helped with the way 1 was 
feeling
7. The counselling helped me to come to terms with the difficulties in 
my life
8. Counselling didn’t ‘cure’ me but my original symptoms became 
less of a problem to me
9. Counselling helped me to put the way 1 w as feeling into context
10. ! believe that the positive effects of the counselling will stay with 
me for a long time
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Appendix 9
Summary of findings from the comments and participant-generated statements 
sections on the pilot version questionnaire
A: Comments written by ‘seen’ sample (N= 14)
Comments were grouped according to four m ain themes:
1. feelings/thoughts/expectations before the therapy started;
2. experience of the service provision/organisational structure;
3. characteristics of the therapist/therapeutic relationship/process of therapy;
4. representations of therapy held/taken away from the experience.
1. Feelings/thoughts/expectations before the therapy started 
Favourable end point:
[no comments made]
Unfavourable end point:
Having someone explain what counselling was actually like would have helped because I  
was so nervous - 1 couldn’t talk straight and I  couldn’t answer most o f  their questions at 
the start.
2. Experience of the service provision/organisational structure 
Favourable end point:
[no comments made]
Unfavourable end point:
The time taken fo r  an appointment was too long.
They were fu lly  bookedup fo r  some time.
I  feel that the experience helped but there were time delays fo r  an appointment and  
appointments should not have been after school hours(re: childcare difficulties).
S ix  weeks was not long enough and I  would have fe lt happier i f  I  could have contacted 
and talked with someone on a more regular basis when necessary.
Sometimes you need to be able to speak to someone right away rather than having to 
leave it till the next appointment.
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You may feel down at any time, therefore you have to be able to contact the person you 
feel a t ease with and you have confidence in.
I  would have liked the counselling to continue fo r  a longer period.
My only adverse comment is that at the end o f  the sessions I  still needed help with my new 
found  personality and this follow-on help was not available on the NHS.
Counsellors should not be so difficult to obtain through the NHS. Having talked to one I  
did not want to go back to the beginning with a new one. I t was like being offered a 
carrot fo r  free and then having it taken away unless I  was prepared to meet high costs.
3. Characteristics of the therapist/therapeutic relationship/process of therapy 
Favourable end point:
The counsellor was very nice and I  fe lt relaxed talking to them and they p u t me at ease.
The counsellor was very empathetic and I  developed a close bond with them. Their 
comments and analysis o f  my situation was very accurate and supportive. Fm  sure I  
would not have been able to get through this bout o f  depression as quickly as I  did.
I  thought my counsellor was excellent with tremendous depth o f  vision.
Unfavourable end point:
[no comments made]
4. Representations of therapy held/taken away from the experience 
Favourable end point:
From no previous experience o f  counselling, I  was surprised at the subtlety and difficulty 
o f  the process. The results were incredible and fa r  exceeded my expectations.
A s someone in a related field, this experience o f  counselling has strengthened m y belief in 
the effectiveness o f  talking about feelings to someone who is there to listen in a non- 
judgemental way.
Unfavourable end point:
Although I  did not have a very positive experience with this counsellor, it has not p u t me 
o ff counselling. In the right hands it is an extremely effective tool fo r  helping people 
work through their problems.
B: Statements written by ‘seen’ sample (N = 14):
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Three of the four comment-themes emerged in the analysis of the statement data. The 
majority of statements were scored as agree/strongly agree but some participants 
wrote positive statements to which they gave disagree/strongly disagree responses.
1. Feelings/thoughts/expectations before the therapy started 
Favourable end point:
[no statements written]
Unfavourable end point:
I  was apprehensive as nobody explained what m ight be asked or what I  would need to do 
[yes, s trong ly  agree].
I  was embarrassed and ashamed about wanting to see a counsellor [yes, strong ly  
agree].
2. Experience of the service provision/organisational structure 
Favourable end point:
Just knowing they were there to listen i f  I  needed help- ju s t a phone call away -  was such 
a big p lus [yes, s trong ly  agree].
Unfavourable end point:
I  would have fe lt better i f  I  had known counselling could have been done at home where I  
was more relaxed [yes, strong ly  agree].
The six weeks o f  counselling sessions were enough to deal with all the issues which 
needed addressing [no, strong ly  disagree].
3. Characteristics of the therapist/therapeutic relationship/process of therapy 
Favourable end point:
/  came away with the feeling that anyone would feel like I  did i f  they had the experience I  
had [yes, s trong ly  agree].
The counselling helped me to do something about solving my problems [yes, s trong ly  
agree].
I  was very apprehensive and anxious at the fir s t meeting but the counsellor p u t me at 
easejrom the beginning [yes, s trong ly agree].
Knowing everything I  said was confidential and the fact that they didn't think I  was 
stupid was wonderful [yes, s trong ly  agree].
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Unfavourable end point:
I  fe lt that the counsellor was interested in me and my problems [no, strong ly  disagree].
The counsellor seemed to have their own agenda during the conversations [yes, agree  
som ewhat].
The counsellor talked about things more relevant to her own situation [yes, agree 
somewhat].
I  left some counselling sessions feeling worse than when I  arrived as my problems had  
been brought more to the surface [yes, agree som ewhat].
C: Reasons given by ‘seen’ sample for non attendance at the final session (N = 
6):
I  had waited fo r  quite a long time to see the counsellor. When I  did so, things were 
already starting to improve fo r  me.
The therapist’s  availability was not compatible with my work schedule. Once I  fe lt more 
in control I  didn’t make further appointments. Some further sessions would have been 
beneficial but I  managed to get m yself sorted out as I ’m  basically quite a strong person.
The counsellor was provided on a very short term basis by the NHS. I  paid  to see them  
after that but could not continue to meet the costs, so opted out.
There was little point. I  d idn’t want that whole “how did that make you feel?” thing, and  
the therapist wouldn’t have been interested in my response anyway.
I  d idn ’t feel that it would be o f  any use to me. I  d idn ’t feel that I ’d  progressed during  
previous sessions.
My own indisposition!
D: Reasons given by ‘not seen’ sample for not taking up referral for
counselling (N = 6):
I  felt that I  could not leave the house.
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By the time I  got a referral and an appointment I  fe lt that I  was over my depression. I f  I  
ever fe lt that way again I  would ask to go to a counsellor rather than ju st wait fo r the 
tablets to work.
I  did not see the counsellor because I  was going away [for an extended period] and the 
appointment did not come before I  went. I  took tablets fo r  about nine months and since 
then have had no real problems. '
The counsellor (promptly) sent me a depression inventory to complete which completely 
p u t me o ff -  completing it at initial assessment m ight not have. By the time o f  the firs t  
appointment I  had made arrangements to see a private counsellor.
I  spoke to an assessor and to other professionals in the counselling field.
I  have had some good advice from  the people at my church.
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A ppendix 11
Statistics
The number of scores appears as N = 29 due to an incomplete set of responses from one 
respondent. Outcome Scale items are presented sequentially (OSl to 0828) and tables 
show descriptive statistics (facility index) and Spearman’s rho calculations 
(discrimination value) for each item.
Descriptive Statistics
Mean Std. Deviation N
ÔS1 2.6000 .81368 30
total outcome score 61.72 14.238 29
Correlations
OSl
total outcome 
score
Spearman's rho 081 Correlation Coefficient 1.000 .698*’
Sig. (2-tailed) .000
N 30 29
total outcome score Correlation Coefficient .698*" 1.000
Sig. (2-tailed) .000
N 29 29
Correlation is significant at the .01 level (2-tailed). 
Descriptive Statistics
Mean Std. Deviation N
OS2 1.6667 .80230 30
total outcome score 61.72 14.238 29
Correlations
0S2
total outcome 
score
Spearman's rho 0S2 Correlation Coefficient 1.000 .703*’
Sig. (2-tailed) .000
N 30 29
total outcome score Correlation Coefficient .703** 1.000
Sig. (2-tailed) .000
N 29 29
Correlation is significant at the .01 level (2-tailed).
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Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
083 2.3667 .71840 30
Correlations
total outcome 
score 083
Spearman's rho total outcome score Correlation Coefficient 1.000 .645*’
Sig. (2-tailed) .000
N 29 29
083 Correlation Coefficient .645** 1.000
Sig. (2-tailed) .000
N 29 30
Correlation is significant at the .01 level (2-tailed). 
Descriptive Statistics
Mean 8td. Deviation N
total outcome score 61.72 14.238 29
084 2.2667 .82768 30
Correlations
total outcome 
score 0S4
Spearman's rho total outcome score Correlation Coefficient 1.000 .669*’
Sig. (2-tailed) .000
N 29 29
0S4 Correlation Coefficient .669** 1.000
Sig. (2-tailed) .000
N 29 30
Correlation is significant at the .01 level (2-tailed). 
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
0S5 1.1667 .83391 30
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Correlations
total outcome 
score 0S5
Spearman's rho total outcome score Correlation Coefficient 1.000 .466*
Sig. (2-tailed) .011
N 29 29
0S5 Correlation Coefficient .466* 1.000
* Sig. (2-tailed) .011
N 29 30
*• Correlation is significant at thé .05 level (2-tailed).
Descriptive Statistics
Mean Std. Deviation N
total outcome score 6,1.72 14.238 29
OS6 2.0333 .85029 30
Correlations
total outcome 
score 0S6
Spearman's rho total outcome score Correlation Coefficient 1.000 .704*’
Sig. (2-tailed) .000
N 29 29
0S6 Correlation Coefficient .704** 1.000
Sig. (2-tailed) .000
N 29 30
Correlation is significant at the .01 level (2-tailed). 
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
OS7 2.4667 .62881 30
Correlations
total outcome 
score 0S7
Spearman's rho total outcome score Correlation Coefficient 1.000 .702*’
Sig. (2-tailed) .000
N > 29 29
0S7 Correlation Coefficient .702** 1.000
Sig. (2-tailed) .000
N 29 30
Correlation is significant at the .01 level (2-tailed).
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Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
088 2.3103 .60376 29
Correlations
total outcome 
score 0S8
Spearman’s rho total outcome score Correlation Coefficient 1.000 .494*’
Sig. (2-tailed) .006
N 29 29
068 Correlation Coefficient .494** 1.000
Sig. (2-tailed) .006
N 29 29
Correlation is significant at the .01 level (2-tailed). 
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
OS9 2.4667 .57135 30
Correlations
total outcome 
score 0S9
Spearman's rho total outcome score Correlation Coefficient 1.000 .572*’
Sig. (2-tailed) .001
N 29 29
0S9 Correlation Coefficient .572** 1.000
Sig. (2-tailed) .001
N 29 30
Correlation is significant at the .01 level (2-tailed). 
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
OS10 2.2333 .77385 30
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Correlations
total outcome 
score OS10
Spearman's rho total outcome score Correlation Coefficient 1.000 .325
Sig. (2-tailed) .085
N 29 29
OS10 Correlation Coefficient .325 1.000
Sig. (2-tailed) .085
N 29 30
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
OS11 2.1667 .83391 30
Correlations
total outcome 
score 0S11
Spearman's rho total outcome score Correlation Coefficient 1.000 .534*’
Sig. (2-tailed) .003
N 29 29
0S11 Correlation Coefficient .534** 1.000
Sig. (2-tailed) .003
N 29 30
Correlation is significant at the .01 level (2-tailed). 
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
OS12 2.4483 .82748 29
Correlations
total outcome 
score 0S12
Spearman's rho total outcome score Correlation Coefficient 1.000 .739*’
Sig. (2-tailed) .000
N 29 29
0S12 Correlation Coefficient .739** 1.000
Sig. (2-tailed) .000
N 29 29
Correlation is significant at the .01 level (2-tailed).
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Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
OSl 3 2.4000 .77013 30
Correlations
total outcome 
score 0S13
Spearman's rho total outcome score Correlation Coefficient 1.000 .721*’
Sig. (2-tailed) .000
N 29 29
OSl 3 Correlation Coefficient .721** 1.000
Sig. (2-tailed) .000
N 29 30
Correlation is significant at the .01 level (2-tailed). 
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
0S14 2.3667 .76489 30
Correlations
total outcome 
score OS14
Spearman's rho total outcome score Correlation Coefficient 1.000 .743*’
Sig. (2-tailed) .000
N 29 29
OSl 4 Correlation Coefficient .743** 1.000
Sig. (2-tailed) .000
N 29 30
Correlation is significant at the .01 level (2-tailed). 
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
0S15 2.1000 .71197 30
193
Correlations
total outcome 
score 0S15
Spearman's rho total outcome score Correlation Coefficient 1.000 .599*’
Sig. (2-tailed) .001
N 29 29
0S15 Correlation Coefficient .599** 1.000
Sig. (2-tailed) .001
N 29 30
Correlation is significant at the .01 level (2-tailed). 
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
0S16 2.2333 .67891 30
Correlations
total outcome 
score 0S16
Spearman’s rho total outcome score Correlation Coefficient 1.000 .526*’
Sig. (2-tailed) .003
N 29 29
0S16 Correlation Coefficient .526** 1.000
Sig. (2-tailed) .003
N 29 30
Correlation is significant at the .01 level (2-tailed).
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
OSl 7 2.1333 .68145 30
Correlations
total outcome 
score OSl 7
Spearman's rho total outcome score Correlation Coefficient 1.000 .605*’
Sig. (2-tailed) .001
N 29 29
0S17 Correlation Coefficient .605** 1.000
Sig. (2-tailed) .001
N 29 30
Correlation is significant at the .01 level (2-tailed).
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Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
0818 2.1333 .81931 30
Correlations
total outcome 
score OSl 8
Spearman's rho total outcome score Correlation Coefficient 1.000 .797*’
Sig. (2-tailed) .000
N 29 29
OSl 8 Correlation Coefficient .797** 1.000
Sig. (2-tailed) .000
N 29 30
Correlation is significant at the .01 level (2-tailed).
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
OSl 9 2.2000 .71438 30
Correlations
total outcome 
score 0S19
Spearman's rho total outcome score Correlation Coefficient 1.000 .745*’
Sig. (2-tailed) .000
N 29 29
OSl 9 Correlation Coefficient .745** 1.000
Sig. (2-tailed) .000
- N 29 30
Correlation is significant at the .01 level (2-tailed).
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
OS20 1.9667 .76489 30
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Correlations
total outcome 
score OS20
Spearman's rho total outcome score Correlation Coefficient 1.000 .794*’
Sig. (2-tailed) .000
N 29 29
OS20 Correlation Coefficient .794** 1.000
* Sig. (2-tailed) .000
N 29 30
*• Correlation is significant at thé .01 level (2-tailed). 
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
0S21 1.9333 .58329 30
Correlations
total outcome 
score 0S21
Spearman's rho total outcome score Correlation Coefficient 1.000 .589*’
Sig. (2-tailed) .001
N 29 29
0S21 Correlation Coefficient .589** 1.000
Sig. (2-tailed) .001 .
N 29 30
Correlation is significant at the .01 level (2-tailed). 
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
OS22 2.3333 .84418 30
Correlations
total outcome 
score OS22
Spearman's rho total outcome score Correlation Coefficient 1.000 .607*’
Sig. (2-tailed) .000
N 29 29
OS22 Correlation Coefficient .607** 1.000
Sig. (2-tailed) .000
N 29 30
Correlation is significant at the .01 level (2-tailed).
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Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
0823 2.1667 .91287 30
Correlations
total outcome 
score OS23
Spearman's rho total outcome score Correlation Coefficient 1.000 .697*’
Sig. (2-tailed) .000
N 29 29
OS23 Correlation Coefficient .697** 1.000
Sig. (2-tailed) .000
N 29 30
Correlation is significant at the .01 level (2-tailed).
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
OS24 2.1333 .77608 30
Correlations
total outcome 
score OS24
Spearman's rho total outcome score Correlation Coefficient 1.000 .445*
Sig. (2-tailed) .016
N 29 29
OS24 Correlation Coefficient .445* 1.000
Sig. (2-tailed) .016
N 29 30
*■ Correlation is significant at the .05 level (2-tailed).
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
OS25 2.1000 .66176 30
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Correlations
total outcome 
score OS25
Spearman’s rho total outcome score Correlation Coefficient 1.000 .717*’
Sig. (2-tailed) .000
N 29 29
OS25 Correlation Coefficient .717** 1.000
Sig. (2-tailed) .000
N 29 30
Correlation is significant at the .01 level (2-tailed). 
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
OS26 2.5333 .62881 30
Correlations
total outcome 
score OS26
Spearman's rho total outcome score Correlation Coefficient 1.000 .774*’
Sig. (2-tailed) .000
N 29 29
OS26 Correlation Coefficient .774** 1.000
Sig. (2-tailed) .000
N 29 30
Correlation is significant at the .01 level (2-tailed). 
Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
OS27 2.3333 .71116 30
Correlations
total outcome 
score OS27
Spearman's rho total outcome score Correlation Coefficient 1.000 .635*’
Sig. (2-tailed) .000
N 29 29
OS27 Correlation Coefficient .635** 1.000
Sig. (2-tailed) .000
N 29 30
Correlation is significant at the .01 level (2-tailed).
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Descriptive Statistics
Mean Std. Deviation N
total outcome score 61.72 14.238 29
OS28 2.2000 .76112 30
Correlations
total outcome 
score OS28
Spearman's rho total outcome score Correlation Coefficient 1.000 .808*’
Sig. (2-tailed) .000
N 29 29
QS28 Correlation Coefficient .808** 1.000
Sig. (2-tailed) .000 -
N 29 30
**• Correlation is significant at the .01 level (2-tailed).
R eliab ility  of th e  p ilo t v e rs io n  outcom e scale
****** Method 1 (space saver) will be used for this analysis ******
R E L l A B I L I T Y A N A L Y S I S  - S C A L E
A)
Mean Std Dev Cases
1. OSl 2.5862 .8245 29.0
2. 052 1.6552 .8140 29.0
3. OS 3 2.3793 .7277 29.0
4. OS 4 2.3103 .8064 29.0
5. OS 5 1.1379 .8334 29.0
6. OS 6 2.0690 .8422 29.0
7. OS 7 2.4828 .6336 29.0
8. 0S8 2.3103 .6038 29.0
9. OS 9 2.4828 .5745 29.0
10. OSIO 2.2414 .7863 29.0
11. OSll 2.2069 .8185 29.0
12. 0S12 2.4483 .8275 29.0
13. 0S13 2.4483 .7361 29.0
14 . 0S14 2.3793 .7752 29.0
15. 0S15 2.1034 .7243 29.0
16. 0S16 2.2414 . 6895 29.0
17. OSl 7 2.1379 .6930 29.0
18 . 0S18 2.1379 .8334 29.0
19. 0S19 2.2069 .7260 29.0
20. 0S21 1.9310 .5935 29.0
21 . OS20 1.9655 .7784 29.0
22. 0S22 2.3448 .8567 29.0
23. OS23 2.1724 .9285 29.0
24. 0S24 2.1379 .7894 29.0
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25.
26.
27.
28.
0525
0526
0527
0528
Statistics for 
SCALE
Mean
61.7241
2.1034
2.5517
2.3448
2.2069
Variance
202.7069
,6732
6317
7209
7736
29.0
29.0
29.0
29.0
N of
Std Dev Variables 
14.2375 28
R E L I A B I L I T Y A  N A L Y S I S  - S C A L E ( A L P
A)
Item- total Statistics
Scale Scale Corrected
Mean Variance Item- Alpha
if Item if Item Total if Item
Deleted Deleted Correlation Deleted
031 59.1379 184.0517 .8035 .9521
082 60.0690 186.1379 .7162 .9530
OS 3 59.3448 187.6626 .7280 .9529
054 59.4138 187.8227 .6440 .9537
OS 5 60.5862 192.2512 .4223 .9559
OS 6 59.6552 186.1626 .6890 .9532
OS 7 59.2414 189.2611 .7482 .9529
OS 8 59.4138 195.9655 .3772 .9557
OS 9 59.2414 193.9754 .5250 .9546
OSIO 59.4828 ■ 197.1158 .2252 .9575
OSll 59.5172 188.0443 .6233 .9539
0S12 59.2759 183.6355 .8199 .9519
0S13 59.2759 186.6355 .7721 .9525
0S14 59.3448 184.6626 .8279 .9519
0S15 59.6207 193.2438 .4439 .9554
0S16 59.4828 190.4015 .6217 .9539
0S17 59.5862 194.6798 .3902 .9557
0S18 59.5862 183.5369 .8182 .9519
0S19 59.5172 187.5443 .7360 .9529 .
0S21 59.7931 192.6700 .5878 .9542
OS20 59.7586 186.9039 .7140 .9530
OS 22 59.3793 184.1724 .7655 .9525
OS23 59.5517 .184.8990 .6711 .9535
OS24 59.5862 193.2512 .4024 .9559
OS 2 5-^ 59.6207 188.7438 .7304 .9530
0S26 59.1724 188.9335 .7702 .9528
OS27 59.3793 188.9581 .6675 .9535
OS28 59.5172 185.0443 .8107 .9521
Reliability Coefficients 
N of Cases = 29.0
Alpha = .9552
N of Items = 28
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R eliab ility  es tim ate  fo r th e  f in a l v e rs io n  outcom e scale
****** Method 1 (space s a v e r ) will be used for this analysis ******
R E L  I A B I L I T Y A N A L Y S I S  - S C A L E ( A L P
A)
Mean Std Dev Cases
1. OS 5 1.1667 .8339 30.0
2. OS 6 2.0333 .8503 30.0
3. OSll 2.1667 .8339 30.0
4. 0S13 2.4000 .7701 30.0
5. 0S15 2.1000 .7120 30.0
6. OSl 6 2.2333 .6789 30.0
7. 0S18 2.1333 .8193 30.0
8. 0S25 2.1000 .6618 30,0
9. 0S27 . 2.3333 .7112 30.0
10. 0S2 1.6667 .8023 30.0
N of
Statistics for Mean Variance Std Dev Variables
SCALE 20.3333 28.2299 5.3132 10
I tern--total Statistics
Scale Scale Corrected
Mean Variance Item- Alpha
if Item if Item Total if Item
Deleted Deleted Correlation Deleted
085 19.1667 24.0747 .4228 .8802
036 18.3000 22.3552 .6407 .8628
OSll 18.1667 22.6954 .6090 .8654
0S13 17.9333 22.2713 .7381 .8552
0S15 18.2333 25.2885 .3400 .8836
0S16 18.1000 24.1621 .5404 .8702
0S18 18.2000 21.9586 .7293 .8554
OS25 18.2333 23.1506 .7288 .8580 .
0S27 18.0000 23.5172 .6099 .8654
OS 2 18.6667 22.2989 .6978 .8581
Reliability Coefficients
N of Cases = 30.0 N of Items = 10
Alpha = .8776
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Unis
01 August 2002
Ms P’atricia Monk 
PsychD Student 
Department of Psychology 
University of Surrey
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone
+44 (0)1483 300800  
Facsimile
+44 (0)1483 683811
Registry
Dear Ms Monk
The development of an individualised outcome evaluation tool in a pramarv care 
psychotherapy context (ACE/2002/45/Psvch)
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol (and the ^subsequent information supplied) and has approved it on the 
understanding that the Ethical Guidelines for Teaching and Research are observed. 
For your information, and future reference, these Guidelines can be downloaded from 
the Committee's website at http://wwvv.surrev.ac.uk/Surrev/ACE/.
This letter of approval relates only to the study specified in your research protocol 
(ACE/2002/45/Psych). The Committee should be notified of any changes to the 
proposal, any adverse reactions, and if the study is terminated earlier than expected, 
with reasons.
Date of approval by the Advisory Committee on Ethics:. 01 August 2002
Date of expiry of approval by the Advisory Committee on Ethics: 31 July 2007
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Advisory Committee on Ethics
cc: Chairman, ACE
Dr R Draghi-Lorenz, Supervisor, Dept of Psychology
UNIVERiqm/DP SIIRREV LIPR An-
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